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PRO-BANTHINE 
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PROLONGED-ACTING TABLETS 30mg. 


PROVIDES YOU WITH THE RECOGNIZED 
EFFECTIVENESS OF PRO-BANTHINE® 

PLUS THE CONVENIENCE AND SUSTAINED 
ACTION OF PROLONGED-ACTING MEDICATION. 
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The American Academy of General Practice is a na- 
tional association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reports pertinent to 
the work of the Academy’s 15 standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Beulevard at Brookside, Kansas City 12, Missouri. 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
$5 a year to members of the American Academy of Gen- 
eral Practice; $10 a year to others in U.S.A.; $12 in 
Canada; $14 in other foreign countries. Second class 
postage paid at Kansas City, Missouri, and at addi- 
tional mailing offices. Printed in U.S.A. by R. R. 
Donnelley & Sons Company at The Lakeside Press, 
Chicago. Copyright 1961 by the American Academy of 
General Practice. 


SCIENTIFIC ARTICLES 


Rectal Bleeding in Infancy and Childhood . . . 
Edward G. Stanley-Brown, M.D. 


Although bleeding from the rectum in children may be due to many 
causes, fissure-in-ano is by far the commonest. How to cope with 
this condition, as well as with the less common causes of bleeding, 
is described. 


Ante-Partum Fetal to 
Infant and Mother 


George S. Allen, M.D. 
Anemia at birth may be related to ante-partum hemorrhage. 


The Treatment of Psoriasis 
Ashton L. Welsh, M.D. 


This is a comprehensive review of the therapy suggested for psoria- 
sis, with frank comments by the author and a detailed description 
of his own method of treatment. 


Transplantation in the Soviet Union 
Eli A. Friedman, M.D. 


Sol Katz, M.D. 


Practical Therapeutics: 


The Use of Steroid Hormones in the i sac of 
Hematologic Disorders . . . : 


W. C. Moloney, M.D., S. Davis, M.D. and R. D. Hieber, M.D. 


The authors outline the way steroids can be used successfully in 
certain hematologic disorders. 


GP Quiz on Volume XXIII 


Volume XXIV, Number 1 


85 


89 


96 


98 


107 


GP 


a 80 
| 
| 
& 
2 
t 


SPECIAL FEATURES 


The President’s Address. 
John G. Walsh, M.D. 


DEPARTMENTS 
Executive Director’s Newsletter 
Quantum Sufficit 

Yours Truly 

On the Calendar . 
Personalities 

Editorials . 

Practical Therapeutics 

GP Quiz on Volume XXIII 
Information Please 
Medigrams 

Tips from Other Journals 
Practitioner’s Bookshelf 


129 


opposite page 8 
13 

23 

33 

35 

77 

. 100 

. 107 

. 113 

opposite page 116 
. 119 

. 141 

. 159 


Australian Visitor Interested in Medical Education System . . . 
Trends and Events in the Nation’s Capital . . . News from the 


State Chapters 
AMA Washington Report: . 
Index to Products 


Index to Advertisers 


GP July 1961 


. 189 
. 208 
. 209 


Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


The Clinical Objectives of Infant Feeding. HANS 
G. KEITEL, M.D. AND NorMA B. KEITEL, 
M.D. This is a critical review of factors which 
must be considered in choosing any of the com- 
mon types of milk feeding in infants. 


Hanging Casts and Humeral Fractures. ROBERT 
G. THOMPSON, M.D., EDWARD L. COMPERE, 
M.D., WILLIAM J. SCHNUTE, M.D. and CLINTON 
L. COMPERE, M.D. The authors present the re- 
sults of 83 cases of humeral fracture treated by 
the “hanging cast’”’ method. 


Bleeding from the Upper Gastrointestinal Tract. 
ROBERT T. MURPHY, M.D., JOSEPH L. BILTON, 
M.D., EDWARD A. MARSHALL, M.D. AND JOHN 
STORER, M.D. Many practical pointers on 
diagnosis and treatment are found in this dis- 
cussion of a common and distressing problem. 


The Practitioner and Meningitis in Childhood. 
JAMES L. DENNIS, M.D. Dr. Dennis gives con- 
structive suggestions on reducing mortality by 
early diagnosis, rapid identification of the cause 
and the proper therapy. 


The Use of Therapeutic Aerosols. MAURICE S. 
SEGAL, M.D. The bronchiodilator aerosols which 
Dr. Segal describes are very useful therapeutic 
agents for the relief of bronchospasm. 


Chickenpox Pneumonia. ARTHUR C. CRAMP- 
TON, M.D., MARTIN H. SEIFERT, M.D. AND 
H. C. BURKHEAD, M.D. Varicella virus inva- 
sion of the lower respiratory tract is seen almost 
exclusively in young adults. This complication 
of chickenpox, although still rare, seems to be 
increasing in frequency as more adults are de- 
veloping the disease. 


Management of Rheumatoid Arthritis. JAMES 
D. C. GOWANS, M.D. The long-term treatment 
of this crippling disease is described in careful 
detail. 
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Publisher’s Memo 


266 South Alexandria Avenue, Los Angeles 4, California 


TWO WEEKS AGO, GP’s sister publication was 
mailed to more than 35,000 nonmember family 
doctors in the active practice of medicine and 
surgery. Titled Family Physician, it will continue 
as a monthly publication featuring scientific arti- 
cles and information from the preceding (by two 
weeks) issue of GP. Together, GP and Family 
Physician will reach 64,000 readers in private 
practice. 

We have a dual purpose in mind. First, the 
Academy is widely regarded as the voice of gen- 
eral practice. It speaks, with increasing frequen- 
cy, for all family doctors—members and non- 
members. It thus has an obligation to all family 
doctors, an obligation that includes providing a 
continuous flow of the finest scientific literature. 
The emphasis, always, will be on articles and in- 
formation of immediate practical value in the 
day-to-day practice of medicine. 

If we’re entitled to a bonus benefit, we hope it 
will reflect an even greater and more widespread 
interest in all Academy programs and objectives. 
To the nonmember general practitioner, we 
want to say, “The Academy is working for you. 
It deserves your support.” 

As expected, we’ve already had many letters 
from members who heartily endorse GP and now 
want to subscribe to Family Physician. We can 
only say again that although the two magazines 
aren’t identical twins, they’re certainly fraternal. 
The doctor who already reads GP will get every 
morsel of scientific meat in Family Physician. 

It’s a bold venture—for a worthwhile cause. 
And although this message will not reach Family 
Physician readers, we want to assure all members 
that the new magazine will be subjected to the 
same intense editorial scrutiny that has charac- 
terized GP for more than 11 years. The same 
staff will use the same fine-tooth journalistic 
combs in an all-out effort to make each issue 
better than the last. This has been a way of life 
ever since GP was born. 

—M.F.C. 
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happy 


rarely a “colicky” cry with Lactum 

When Lactum was fed to 180 sick and 10 well infants, only 7 experienced “colic.” 
Even the breast-fed infants admitted to the service and put on this formula did 
not reveal untoward symptoms." 


excellent digestibility 


New methods of manufacture and modification of the milk reduce the curd tension 
of Lactum nearly to zero, thus enhancing digestibility. 


higher protein for sturdy, satisfied babies 


“Personal experience with the hunger of infants fed even 3.5 Gm. [of protein ] 
per kilogram makes us unwilling to recommend intakes of cow’s milk which 
would give less protein. Although the determinants of food intake are complex, 
the possibility exists that unmet nutritional needs may make the intake of 3.5 
Gm. and more of cow’s milk protein per kilogram necessary . . .”” 


Lactum supplies the higher protein level of modified milk formulas that has been 
used so successfully in the feeding of infants. In Lactum 16% of total calories 
is derived from protein. 


1. Henrickson, W. E.: GP 8:51 (Oct.) 1953. 2. Gordon, H. H., and 
Ganzon, A. F.: J. Pediat. 54:503 (April) 1959. 
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SIGNIFICANT EVENTS 


Kerr-Mills Plan 
Proving Popular 


Fee Schedules 
Prove Costly 


Keogh Bill 
Passes—Again 


>» Backers of President Kennedy's national compulso health 
insurance scheme who called the Kerr-—Mills pl "pun 

must now face contradictory facts and figures. In March, 
the program provided medical assistance benefits to 21,492 
aged persons in Massachusetts, Michigan, West Virginia, 
Washington and Oklahoma. The month's outlay: $4 million 

or $188 per recipient. 

New York, Kentuc erto Rico d the Virgin Islands 
are now participating. Seven more states (Arkansas, Idaho, 
North Dakota, South Carolina, Tennessee, Utah and Maryland) 
will be under the same umbrella within 60 days. 

I he first quarter of 1961 rr-Mills vendor ents 


and other expenses totaled more than $11 million, up 100 


per cent from the last quarter of 1960. Many other states 
now plan to participate, favoring an approach that lets 


each state tailor its own plan for its own people. 


> The General Accounting Office, the so-called "watchdog of 
the Treasu " believes Uncle Sam could save million a 
year by not publishing Medicare fee schedules. The reason: 
When fee schedules are published, doctors tend to charge 
the maximum allowed, an amount often higher than their 
everyday (non-—Medicare) fees. 


In 10 states where the Medicare fee schedule is distrib— 
uted, 93.5 per cent of the maternity care cost claims were 


for the maximum amount. In five other states, without 
published schedules, maximum amount claims represented 
only 32.5 per cent of the total. From its inception, the 
Medicare program has been maternity-oriented. 


Long before the Medicare program was launched, the AMA 


recommended that fee schedules not be distributed. The 
handwriting on the wall was ignored by the Department of 


Defense. 


>» The House has again passed HR 10, the perennial Keogh 
bill that would let seven million self-employed persons 


set _ up tax-deferred retirement income funds. The bill 


characteristically moves smoothly through the House, dies 
ignominiously in the Senate. 

The benefits of the bill have been whittled down as new 
restrictions have been added. The latest House action came 
10 years, less one day, after the bill was first introduced. 
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Generic Names 
Battle Looms 


NIH To Study 
Krebiozen Data 


Blasts Voluntary 
Health Agencies 


AMA Membership 
Mandatoryin N.Y. 


> The AMA apparently takes a dim view of an American Hospi- 
tal Association campaign urging physicians to use generic 


names when prescribing hospital formulary drugs. The pol- 
icy, adopted at an AHA meeting last September, may add fuel 


to the smoldering fire that is already scorching physician- 
hospital relationships. 


The Texas State Medical Association has asserted that 
compulsory prescribing by generic name would deny the 
patient "the benefits of his physician's best judgment." 


The matter has prompted the AMA to request a meeting with 
AHA officials. 


Under the AHA system, doctors would be required to state, 
in writing, that generic equivalents could be substituted 
for tradename prescription products—in the absence of 
specific instructions to the contrary. In other words, the 


doctor would have to say, in effect, "Not only do I want 
this product, I really want this product." 


> Dr. Andrew C. Ivy, research adviser to the Krebiozen 
Foundation, said recently that clinical research results 


on the controversial drug will soon be turned over to the 
National Cancer Institute. Dr. Ivy added that the founda-— 


tion has analyzed 4,000 advanced and terminal cases treated 
by 3,000 physicians, most of them "members of the AMA." 


> A study of 56 voluntary health agencies, financed by the 


Rockefeller Foundation, points out that these agencies 
waste money and mislead contributors. The study, directed 
by Dr. Robert H. Hamlin, associate professor of public 
health administration, Harvard University, indicates that 
more than half of the money received is used to (1) raise 
additional funds; (2) pay organization expenses and (3) 
finance public and professional "education" programs. 

Dr. Hamlin contends that present accounting practices 
let many fund-raising costs be buried under "education." 
He terms these practices "dangerous and misleading," adding 
that the health agencies do "pretty much what they want." 


> At its recent Rochester meeting, the New York State Medi- 
cal Society became the llth state medical group to insist 
that all its members belong to the AMA. The resolution, 


opposed by the New York and Kings County delegations, will 
affect 8,000 NYSMA members who do not belong to the AMA. 
—M.F.C. 
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To keep free sample drugs given to doctors and 
hospitals from showing up on drugstore shelves, 
many pharmaceutical manufacturers are now 
stamping “complimentary” on sample pill and 
bottle labels. 


For sportsmen and oth- 
\ ers wanting “on hand” 
meals, Armour is 
launching a line of 
meats that can be kept 
for at least a year with- 
out refrigeration. Most 
of the water is removed 
from the food while it 
is frozen. To reconsti- 
tute it, the cook soaks 
it in cold water from 30 
seconds to 15 minutes, 
depending on size of cut. 
The “Star Lite” line will 
be sold initially through 
sporting goods stores. 


The American citizen who works a 40-hour week 
works 11 hours and 20 minutes just to pay his 
taxes. 


Dr. Albert Sabin, developer of the oral polio 
vaccine, has criticized the President’s request for 
a $1 million appropriation to buy supplies of the 
vaccine. The doctor, who said, “They picked 
their price right out of the air,’”’ believes there 
has been a gross overestimation of the actual 
price of the vaccine when produced. 


The days of the windshield wiper may be num- 
bered. At a recent chemical manufacturers asso- 
ciation gathering, it was hinted that among new 
products being developed is a substance that 
would eliminate the need for a wiper. Applied 
directly to the windshield, it dissipates raindrops 
on contact. 
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The President’s social security-financed medical 
care for the aged plan is certain to cost more 
than its advocates guesstimated. The predicted 
increase might be as much as 9 per cent for the 
first year, and this will throw the budget out of 
kilter. Two alternatives: A higher-than-antici- 
pated social security tax boost or definite curtail- 
ment of benefits. 


Professional men, pessimistic over chances of 
early enactment of federal legislation permitting 
them to defer tax on income set aside in retire- 
ment plans, are pushing for state help. Proposed 
measures in 12 states would let groups of doctors 
and other professionals form corporations, or 
asscciations taxable as corporations. As corpora- 
tion employees, they would be eligible for retire- 
ment plans. States now actively involved: Ohio, 
Oregon, South Dakota, Arkansas, Georgia, Penn- 
sylvania and Rhode Island. 


Further possible effect of incorporation: Observers 
predict the growth of professional corporations 
could limit the professional man’s personal lia- 
bility toward patients and clients. 


If you’re thinking of 

buying, building or re- 
modeling a home or of- 
fice, ““Home-A-Minute” 
kit could save you time 
and money. The kit, 
selling for $3.95, con- 
tains fiber partitions, 
doors, windows and 
cabinets, made to a 14” 
scale, and includes a 
book to help estimate 
costs. This “‘building in 
miniature” provides the 
opportunity to try vari- 
ations before construc- 


tion begins. 
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STOPS THE ASTHMA ATTACK 
IN MINUTES...FOR HOURS... 
ORALLY 


ELIXOPHYLLIN 


RAPID RELIEF IN MINUTES— in 15 min- 
utes”? mean theophylline blood levels are comparable to I. V. 
aminophylline—so that severe attacks have been terminated 
in 10 to 30 minutes.»*>® 


SUSTAINED RELIEF FOR HOURS — After 
absorption theophylline is slowly eliminated during a 9-hour 
period,’ making possible t.i.d. ’round-the-clock protection in 
chronic cases. Note: With Elixophyllin the patient can learn 
to abort an attack in its incipient stage. 


NO UNNEEDED SIDE EFFECTS — Since 
Elixophyllin does not need “auxiliaries,” it contains no ephed- 
rine—no barbiturate— no iodide—no steroid. Gastric distress 
is rarely encountered.*® 


Each tablespoonful (15 cc.) contains 
theophylline 80 mg. (equivalent to 
100 mg. aminoph line) in a hydro- 
alcoholic vehicle (alcohol 20%). 


* ACUTE ATTACKS: 


single dese of 75 cc. for adults; 0.5 
cc. per Ib. of body weight for children. 


24 HOUR CONTROL: 


pak adults 45 cc. doses before break- 
st, at 3 P.M., and before retiring; 
after two doses. Children, 
first 6 doses 0.3 cc.—then 0.2 cc. 
per Ib. of body weight as above. 


MINUTES 
5 15 ~ 30 


1. Kessler, F.: Connecticut 27:205 (March) 1957. 2 

McGinn, J.T., and Hennessy, D.J.: Am ). Med. Se. 299:296 (March) 1967. 3. Kessler, F.: 
Med. Times ay 4. Burbank, B.; Schiuger, J., and MeGinn, J.: m. J. Med. Sci. 
234: ly) 198 7.5. Spielman, A.0.: Ann. Allergy une) . Greenbaum 
J.: Ann. Al (May- June) 1958. 7. Waxier, S.H., and 143:73%6 
Bicke and Barach, A.L., in Modell Drugs of Choice 1960- 


St. Louis, The C. Mosby Company, Wiel, R.E., Conn, H.F.: in 
Current Therapy—1961, Philadelphia, W.B. Saunders Company, p. 417. 
Patent Pending Reprints on request 
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A special package for 
short cigarettes was 
patented last month. 
Designed for the smoker 
who is satisfied with one 
or two puffs, the pack 
holds 40 cigarettes, half 
the length of a king size. 


The Philadelphia County Medical Society has ac- 
knowledged that osteopathic physicians ‘“‘prac- 
tice modern scientific medicine.”” And (as quoted 
by the chairman of the Philadelphia County 
Osteopathic Society) the medical society is rec- 
ommending that ‘qualified osteopaths be ad- 
mitted to the staff and facilities of Philadelphia 
hospitals . . . run by doctors of medicine.”’ 


A bill providing health insurance against cata- 
strophic illness for over-65 Connecticut residents 
has been signed by that state’s governor. No 
physical examination will be required of the in- 
sured, and the plan will make available benefits 
up to $10,000. 


A New York firm (Surviv-All, Inc.) is marketing 
survival kits for use in case of atomic attack. 
Each kit ($4.98) contains 42 servings of multi- 
purpose food, 14 pints of canned water, 14 doses 
of vitamin C and a can opener. It can be stored 
from three to five years. 


Depending on the story 
line, the medical pro- 
fession may or may not 
get some public rela- 
tions aid from two na- 
tional TV networks. 
Both ABC and NBC 
have scheduled new 
hour-long dramas about 
young physicians for the 
fall season. 
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Last year, 311 new drug products appeared on 
the market—a slight decline from the 1959 total 
of 315. 


Handy booklet to have: A government publication 
that tells you what records to keep and how long 
to keep them. To obtain the 1961 “Guide to 
Record Retention Requirements,” which covers 
the rules of 65 federal agencies including the In- 
ternal Revenue Service, send fifteen cents to the 
Superintendent of Documents, Washington 25, 
D.C. 


A new first in the insur- 
ance business: Auto in- 
surance from vending 
machines. For $1 in 
coins, motorists can get 
a $7,500 personal injury 
policy. Already installed 
in 500 southern Califor- 
nia gas stations, the 
machine will soon ap- 
pear in rental offices of 
a national car-renting 
agency. 
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U.S. “compact-sized” compact cars seem another 
year away. Word is out that Ford will not enter 
its version this model year. Studebaker-Packard 
started tooling, then decided to wait for one of 
the larger companies to try the market first. 


The first V-6 engine in a modern U.S. car may 
appear in Buick’s compact “Special” this fall. 
The engine, made of cast iron, will replace the 
aluminum V-8 now used. 


The net asset value per share of the mutual fund 
in the AAGP Group Retirement Plan was $5.78 
at the close of the business day, June 15. 
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CONVENIENT, LONG-ACTIN#: 


the predictable, specific agent to relieve anxiety and tension j * 
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McMaster, 19 S. Jackson St., Montgomery. (Annual 
meeting: July 13, 1961) 

Alaska. President: Joseph Bell Deisher, M.D., Box 247, 
Seward; Secretary: J. William Gibson, M.D., 188 S. 
Franklin, Juneau. (Annual meeting: Information not yet 
received) 

Arizona. President: Arthur V. Dudley, Jr., M.D., 1524 N. 
Norton, Tucson; Secretary: Richard O. Flynn, M.D., 26 
E. 8th St., Tempe. (Annual meeting: October, 1961) 


Arkansas. President: Louie A. Whittaker, M.D., 621 S. 
21st St., Ft. Smith; Secretary-Treasurer: Thomas D. 
Honeycutt, M.D., 509 Cross St., Little Rock; Executive 
Secretary: Mrs. Sue S. Honeycutt, 509 Cross St., Little 
Rock. (Annual meeting: October 11-12, 1961) 


California. President: Clarence T. Halburg, M.D., Box 
320, Redlands; Secretary: J. Blair Pace, M.D., 408 
Cassidy St., Oceanside; Executive Secretary: Mr. Wil- 
liam W. Rogers, 461 Market St., San Francisco. (Annual 
meeting: October 15, 1961) 


Colorado. President: Dale C. Hathaway, M.D., 1840 Wads- 
worth Ave., Lakewood; Executive Secretary: Kenneth 
H. Beebe, M.D., 101 S. Division Ave., Sterling. (Annual 
meeting: November 16-18, 1961) 

Connecticut. President: Harold D. Von Glahn, M.D., Ferry 
Rd., Old Lyme; Secretary: James J. Murphy, M.D., 147 
Main St., Danbury; Executive Director: Mr. Lee Isen- 
berg, 179 Allyn St., Hartford. (Annual meeting: Novem- 
ber, 1961) 

Delaware. President: Joseph J. Davolos, M.D., 1301 Penn- 
sylvania Ave., Wilmington; Secretary: Frank W. Baker, 
Jr., M.D., 207 S. Maryland Ave., Wilmington; Executive 
Secretary: Mr. Lawrence Morris, Jr., 1925 Lovering 
Ave., Wilmington. (Annual meeting: December 1, 1961) 

District of Columbia. President: Beveridge Miller, m.D., 
1028 Connecticut Ave., N.W., Washington; Secretary: 

- William Robert Perkins, M.D., 1463 Rhode Island Ave., 
N.W., Washington; Executive Secretary: Mr. H. James 
Carter, 3315 Brooklawn Terr., Chevy Chase, Md. 
(Annual meeting: October, 1961) 


Florida. Acting President: W. E. Manry, Jr., M.D., 417 
11th St., Lake Wales; Executive Secretary: Mr. Mar- 
shall D. Brainard, 1453 Louisa St., Jacksonville. (An- 
nual meeting: Information not yet received) 


Georgia. President: Joseph B. Mercer, M.D., 2700 Park- 
wood Dr., Brunswick; Secretary-Treasurer: Malcolm F. 
Simmons, M.D., 380 W. Ponce de Leon Ave., Decatur; 
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Executive Secretary: Mr. Milton D. Krueger, 938 
Peachtree St., N.E., Atlanta. (Annual meeting: October, 
1961) 


Hawaii. President: John M. Felix, M.D., 1834 Nuuanu Ave., 
Honolulu; Secretary-Treasurer: David Koon Lee Pang, 
M.D., 1741 Nuuanu Ave., Honolulu; Executive Secre- 
tary: Mr. R. M. Kennedy, 510 S. Beretania St., Hono- 
lulu. (Annual meeting: Information not yet received) 


Idaho. President: John T. Brunn, m.D., 123 E. Idaho, 
Meridian; Secretary: Joseph B. Marcusen, M.D., 1111 
6th St., Nampa. (Annual meeting: September 21-23, 1961) 


Illinois. President: Joseph G. Gustafson, M.D., 1630 5th 
Ave., Moline; Executive Director: H. Marchmont- 
Robinson, M.D., 14 E. Jackson Blvd., Chicago. (Annual 
meeting: Information not yet received) 


Indiana. President: Francis L. Land, M.D., 4628 S. Calhoun, 
Ft. Wayne; Executive Secretary: Mr. Charles G. Dosch, 
2124 N. Talbot Ave., Indianapolis. (Annual meeting: 
March 7-8, 1962) 


Iowa. President: Henning W. Mathiasen, M.D., Bennett 
Bldg., Council Bluffs; Secretary-Treasurer: Arnold T. 
Nielson, M.D., 215 Walnut St., Ankeny; Executive 
Secretary: Mrs. Isabelle Wandling, 608 Bankers Trust 
Bldg., Des Moines. (Annual meeting: September 25-26, 
1961) 


Kansas. President: J. Allen Howell, m.p., 10914 S. Wash- 
ington, Wellington; Secretary-Treasurer: Clyde W. 
Miller, M.D., 182 N. Minnesota, Wichita; Executive 
Secretary: Mr. Gene M. Wilcox, 506 State Bank Bldg., 
Winfield. (Annual meeting: October 3-5, 1961) 


Kentucky. President: Edgar B. Morgan, M.D., 2708 Frank- 
fort Ave., Louisville; Secretary: Robert M. Sirkle, M.D., 
500 Southland Dr., Lexington. (Annual meeting: May 
9-11, 1962) 


Louisiana. President: Ernest B. Flake, M.D., Medical Arts 
Bldg., Shreveport; Secretary: Francis I. Nicolle, M.D., 
1326 Foucher St., New Orieans; Executive Secretary: 
Mrs. Helen Ferlita, 4719 S. Carrollton Ave., New Or- 
leans. (Annual meeting: October 17-19, 1961) 


Maine. President: Sidney R. Branson, M.D., South Wind- 
ham; Secretary-Treasurer: John D. Denison, M.D., 105 
Brunswick Ave., Gardiner. (Annual meeting: Informa- 
tion not yet received) 

Maryland. President: Andrew C. Mitchell, M.p., 211 

Maryland Ave., Salisbury; Secretary: Charles P. Crimy, 

M.D., 2722 E. Monument St., Baltimore; Executive 

Secretary: Mr. William J. Wiscott, 3722 Greenmount 
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Ave., Baltimore. (Annual meeting: Information not yet 
received) 


Massachusetts. President: Leonard F. Box, M.D., 39 
Broadway, Beverly; Secretary: Henry R. Gilbert, m.p., 
90 Fair Oaks Park, Needham; Executive Secretary: Mr. 
William T. Maloney, 6 Beacon St., Boston. (Annual 
meeting: September 23-24, 1961) 


Michigan. President: C. Howard Ross, M.D., 715 N. Uni- 
versity Ave., Ann Arbor; Executive Secretary: E. 
Clarkson Long, M.D., 19751 James Couzens Highway, 
Detroit. (Annual meeting: November 10-12, 1961) 


Minnesota. President: Franklin H. Dickson, Jr., M.D., 
400 S. Ugstad Rd., Proctor; Secretary-Treasurer: Herb 
L. Huffington, M.D., 123 S. 2nd St., Waterville; Executive 
Secretary: Mrs. Donna B. Kasbohm, 128 S. 2nd St., 
Waterville. (Annual meeting: September 27-28, 1961) 


Mississippi. President: Tom H. Mitchell, m.p., Street 
Clinic, Vicksburg; Secretary-Treasurer: John Roy Bane, 
Jr., M.D., 809 Westland Plaza Arcade, Jackson; Execu- 
tive Secretary: Miss Louise Lacey, Box 1435, Jackson. 
(Annual meeting: September 27-28, 1961) 


Missouri. President: Cecil G. Leitch, M.D., 808 S. 15th 
St., Blue Springs; Secretary-Treasurer: John F. Pearl, 
M.D., Saint Clair; Executive Secretary: Mr. Raymond 
McIntyre, 623 Missouri Theatre Bldg., St. Louis. 
(Annual meeting: November 4-5, 1961) 


Montana. President: Paul J. Seifert, Jr., M.D., 509 Cali- 
fornia, Libby; Secretary-Treasurer: John Jerome Wild- 
gen, M.D., Sunset Blvd. and Nevada, Kalispell. (Annual 
meeting: Information not yet received) 


Nebraska. President: Ivan M. French, m.D., 964 N. Laurel 
St., Wahoo; Secretary-Treasurer: John A. Brown, III, 
M.D., 118 N. 11th St., Lincoln; Executive Secretary: 
Mrs. Aletha E. Kos, 412 Lincoln Liberty Life Bldg., 
Lincoln. (Annual meeting: September 18-14, 1961) 


Nevada. President: Robert F. Biglin, m.p., 1838 S. Virginia, 
Reno; Secretary-Treasurer: John M. Watson, M.D., 1845 
Prater Way, Sparks. (Annual meeting: Information not 
yet received) 


New Hampshire. President: Samuel E. Paul, m.p., Troy; 
Secretary: Wiliam F. Putnam, m.D., Lyme. (Annual 
meeting: Information not yet received) 

New Jersey. President: A. Guy Campo, M.D., 405 Broad- 
way, Westville; Secretary: Edward M. Coe, M.D., 217 
Holly St., Cranford; Executive Secretary: Mr. Arthur 
R. Ellenberger, 120 Halsted St., East Orange. (Annual 
meeting: January 11-13, 1962) 
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New Mexico. President: Ulysses S. Marshall, M.D., 401 N. 
Pennsylvania, Roswell; Secretary-Treasurer: Randall 
W. Briggs, M.D., 406 N. Pennsylvania, Roswell. (Annual 
meeting: July 17-20, 1961) 


New York. President: Edward H. Morgat, M.D., 8254 
Buffalo Ave., Niagara Falls; Secretary-Treasurer: Ray- 
mond S. McKeeby, M.D., 84 Main St., Binghamton; 
Executive Field Secretary: Mr. Carl T. Weber, 84 Main 
St., Binghamton. (Annual meeting: October 15-18, 1961) 


North Carolina. President: Robert Stuart Roberson, M.D., 
102 Brown Ave., Hazelwood; Secretary-Treasurer: John 
R. Bender, M.D., Nissen Bldg., Winston-Salem; Execu- 
tive Secretary: Mr. Jack Knowles, 2008 McCarthy St., 
Raleigh. (Annual meeting: November 26-29, 1961) 


North Dakota. President: Richard DePuy Nierling, M.D., 
401 3rd St., S.E., Jamestown; Secretary-Treasurer: John 
Andrew Swenson, M.D., 401 3rd St., S.E., Jamestown. 
(Annual meeting: November 17-18, 1961) 


Ohio. President: Roger A. Peatee, M.D., 140 S. Prospect 
St., Bowling Green; Executive Secretary: Mr. Robert 
Wilson, 1500 W. 3rd Ave., Columbus. (Annual meeting: 
September 13, 1961) 


Oklahoma. President: Harlan Thomas, M.D., Medical Arts 
Bldg., Tulsa; Secretary-Treasurer: Arnold G. Nelson, 
M.D., Box 5646, Midwest City; Executive Secretary: 
Mrs. Leona Duncan, 503 Medical Arts Bldg., Oklahoma 
City. (Annual meeting: February 5-6, 1962) 


Oregon. President: Murdoch E. McIntyre, M.D., 950 
Patterson, Eugene; Executive Secretary: Mr. George 
Wann, 6923 S.W. 15th Ave., Portland. (Annual meeting: 
October 19-21, 1961) 


Pennsylvania. President: Winfield B. Carson, Jr., M.D., 
3361 Bethel Church Rd., Bethel Park; Secretary: Hiram 
L. Wiest, M.D., 2045 State St., East Petersburg; Execu- 
tive Director: Mr. Calder C. Murlott, Jr., 2046 Market 
St., Harrisburg. (Annual meeting: Information not yet 
received) 

Rhode Island. President: Charles L. Farrell, M.D., 166 
Pawtucket Ave., Pawtucket; Secretary-Treasurer: 
Richard J. Kraemer, M.D., 2907 Post Rd., Greenwood 
P.O., Warwick; Executive Secretary: Mrs. Madeline 
Flanigan, 2907 Post Rd., Greenwood P.O., Warwick. 
(Annual meeting: Information not yet received) 

South Carolina. President: Martin M. Teague, M.D., 501 S. 
Harper St., Laurens; Secretary: William J. Bannen, Jr., 
M.D., Box 248, Simpsonville; Executive Secretary: Mrs. 
Margaret A. Turner, Box 125, Laurens. (Annual meet- 
ing: October 12-18, 1961) 
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South Dakota. President: Magni Davidson, M.p., Brook- 
ings Clinic, Brookings; Secretary-Treasurer: Howard R. 
Wold, M.D., 820 N. Washington Ave., Madison. (Annual 
meeting: Information not yet received) 

Tennessee. President: John L. Armstrong, M.D., Somer- 
ville; Secretary-Treasurer: Wendell W. Wilson, M.D., 
1200 Hadley St., Old Hickory; Executive Director: 
Miss Betty Taylor, 2010 Church St., Nashville. (Annual 
meeting: October 25-27, 1961) 

Texas. President: Jack M. Partain, M.D., 205 Camden St., 
San Antonio; Executive Secretary: Mr. Donald C. 
Jackson, 1905 N. Lamar Blvd., Austin. (Annual meeting: 
October 15-18, 1961) 

Utah. President: Virgil Robert Kelly, m.p., Tanner Clinic, 
Layton; Secretary-Treasurer: Harold E. Young, Jr., 
M.D., 2S. Main, Midvale. (Annual meeting: August 17- 
19, 1961) 

Vermont. President: Wilton W. Covey, M.D., Main St., 
Milton; Secretary-Treasurer: Edward B. Crane, M.D., 
Box 306, Charlotte. (Annual meeting: Information not 
yet received) 

Virginia. President: William J. Hagood, Jr., M.v., Clover; 
Secretary: Samuel F. Driver, M.D., 3604 Williamson Rd., 
N.W., Roanoke; Executive Secretary: Mrs. Louise B. 
Greiner, 4205 Dover Rd., Richmond. (Annual meeting: 
Information not yet received) 

Washington. President: Arthur Belden Watts, m.p., 1038 
E. Holly, Bellingham; Secretary-Treasurer: John E. 
Gahringer, Jr., M.D., Medical Arts Bldg., Wenatchee; 
Executive Secretary: Mr. Walter A. Lapsley, 216 W. 
37th, Vancouver. (Annual meeting: May 17-19, 1962) 

West Virginia. President: Randall Connolly, m.p., 2701 
Grand Central Ave., Vienna; Secretary: Liskie J. Moore, 
M.D., 1024 5th Ave., Huntington; Executive Secretary: 
Mr. Donley T. Shultz, Box 1187, Fairmont. (Annual 
meeting: Information not yet received) 

Wisconsin. President: Robert E. Callan, M.p., 1733 W. 
Wisconsin Ave., Milwaukee; Secretary-Treasurer: John 
A. Kelble, M.D., 2040 W. Wisconsin Ave., Milwaukee; 
Executive Secretary: Mr. Robert H. Herzog, 2040 W. 
Wisconsin Ave., Milwaukee. (Annual meeting: September 
17-19, 1961) 

Wyoming. President: Nels Algot Vicklund, M.p., 443 Big 
Horn St., Thermopolis; Secretary-Treasurer: Willard H. 
Pennoyer, M.D., 1912 Capitol Ave., Cheyenne. (Annual 
meeting: September 6-9, 1961) 

Puerto Rico. President: Manuel Rodriguez-Ema, m.p., 
Monteflores Hospital, Santurce; Secretary-Treasurer: 
Ralph J. Lum, Jr., M.D., 601 Miramar Ave., Santurce. 
(Annual meeting: Information not yet received) 
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for controlled 
therapeutic 


nutrition during hospitalization and 


throughout convalescence 


a 

th 

Complete therapeutic nutrimen jy 

to supply all or part of the ' 
patient’s nutritional requirements 
ne 

in the hospital... 
For the undernourished geriatric patient admit m 


ted to the hospital, Sustagen suppliesa therapeuti 
diet of carefully controlled, essential nutrient 
to promote good nutrition and hasten convalef™ 

th 
cence.!2 Ideal when tube feeding is necessary, jp 
Sustagen is palatable to patients as a beverage‘ at 


in the home... pr 
During his convalescence at home, the older pag ™ 
tient who continues to receive Sustagen is mort 
likely to hold or increase his nutritional gains (¢ 
Each glassful you specify adds 390 calories to hi 
diet, including 23.5 Gm. protein, 3.5 Gm. fat 
and 66.5 Gm. carbohydrate—plus importa 
quantities of all essential vitamins and mineral 


references 
(1) Pareira, M. D., et al.: J.A.M.A. 156:810-816 (Oct. 30) 19 
(2) Winkelstein, A.: Am. J. Gastroenterol. 27:45-52 (Jan.) 19 do 
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Letters from Our Readers 


The Fat’s Still in the Fire 


Dear Sirs: 

My attention has been called to an editorial which 
appeared in the March GP, “Same Wolf, New 
Sheep’s Clothing.” Since the Board of Trustees of 
the American Medical Association has been criticized 
in general and the chairman has been criticized par- 
ticularly, I would like to set the record straight. 

As you know, the General Practitioner’s Award 
was established by the Board of Trustees, and the 
first award was presented in 1948. Originally, three 
nominees were selected by the Board of Trustees 
from names submitted by the several states, and 
these were presented to the House of Delegates which 


nent 


nit™ made the final choice. 
Ati Subsequently, the method of selection was 
sng changed, and the chairman of the Board appointed 
le 2 committee of three general practitioners who made 
the final choice. In 1949, a resolution was introduced 
TY;@ in the House of Delegates calling for a discontinu- 
ge‘ ation of the award, and since that time further ef- 
forts have been made to discontinue or modify the 
program. It might be noted that there has not been 
pa unanimity of opinion in the House of Delegates nor 
ore 2mong general practitioners as to the actual value of 
Y the award. The majority opinion has been that it was 
= of real value and this opinion has been maintained. 
h Last year the Board of Trustees at the behest of a 
fai group of general practitioners contemplated chang- 
anim ing the name to ‘Family Doctor of the Year.”” When 
-al this was announced, it met with considerable op- 


position, and the Board of Trustees decided that the 
wisest plan was to refer the matter to the House of 
Delegates for consideration and decision. This was 
done as was noted in the editorial. - 

It is true that I, as chairman of the Board, ap- 
peared before the reference committee to give the 
views of the Board. I am sure that the editorial has 
distorted what I said. I gave the history which I 
have outlined in this letter and then closed my re- 
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Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Yours Truly 


marks by saying, ‘““The Board of Trustees has been 
wrestling with this problem for many months with- 
out coming to a satisfactory solution. It is now your 
baby to rock.” I did not make any specific recom- 
mendations, and I am sure that the report which was 
brought in by the reference committee was one of 
their own choosing and was not due to any pressure 
“wielded by the chairman of the board.” 
I might add that there are members of the Academy 
of General Practice who sat in the House of Dele- 
gates and they had ample opportunity to discuss this 
matter further and to oppose the report of the ref- 
erence committee when it appeared on the floor of 
the House of Delegates—this was not done. 
I am not trying to stir up any argument but merely 
trying to set the record straight. I am sure that the 
Board of Trustees and the House of Delegates both 
welcome suggestions as to our future activity in this 
field. I cannot assure you that what you suggest or 
what I suggest or what any other individual suggests 
will be acceptable to the House of Delegates, but I 
am confident that any proposition will be given care- 
ful consideration. 
JULIAN P. PRICE, M.D. 
Chairman 

Board of Trustees 

American Medical Association 


Selling Quality 
Dear Sirs: 

I have tried many avenues in seeking an associ- 
ate—so far without success. It occurred to me that 
the broad readership of GP might be of help. 

Briefly, this is a six-year-old small town practice 
in a recreational area of hills, lakes and woods only 
one hour from downtown Detroit. Office facilities 
are complete and include x-ray, EKG and physio- 
therapy. Emphasis is on the concept of the personal 
and family physician but a significant amount of in- 
dustrial and insurance work is involved. 
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In summer respiratory allergies, 
the treatment problem is to 
relieve congestion. Valuable as 
antihistamines are against 
sneezing, itchy, weeping eyes and 
rhinorrhea, they are less effective 
against nasal congestion.’ 


NOVAHISTINE 


Novahistine provides more than 
simple antihistaminic effect. 

It shrinks congested mucous 
membranes (nasal, pharyngeal, 
laryngeal, conjunctival), opens up 
air passages, promotes sinus 
drainage, and helps prevent 
mouth breathing. 


NOVAHISTINE LP TABLETS 


8 to 12 hour relief with a single adult dose of 2 tablets. 
Each tablet contains 25 mg. phenylephrine HCI 

(a vasoconstrictor that does not increase pulse rate) 
and 4 mg. chlorprophenpyridamine maleate (a potent, 
well-tolerated antihistamine). 


NOVAHISTINE ELIXIR 


exceptionally palatable liquid that children like to take. 
Each 5 ml. teaspoonful contains 5 mg. phenylephrine 
HCI and 2 mg. chlorprophenpyridamine maleate. 


1. Beckman, H.: Pharmacology: The Nature, Action and 
Use of Drugs, 2nd Ed. W. B. Saunders Company, 
Philadelphia and London, 1961, p. 673. 


PITMAN-MOORE COMPANY 


Division of The Dow Chemical Company 
Indianapolis 6, Indiana 
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Yours Truly 


The area will sell itself to a doctor who wants a 
high quality, well-regulated practice and wonderful 
family living. 

I would welcome inquiries and be happy to give 
straightforward, detailed information and help to an 
interested party. 

R. C. JACOBI, M.D. 
Oxford, Mich. 


Plaudits from Participants 
Dear Sirs: 

I want to take this opportunity to tell you how im- 
pressed I was with the way that the AAGP Scien- 
tific Assembly in Miami Beach was conducted. I 
have kad exhibits at many other scientific meetings 
but without a doubt this meeting was handled much 
better than any of the others. 

DONALD BERKOWITZ, M.D. 
Philadelphia, Pa. 


Dear Sirs: 
Thank you for the fine cooperation you gave to 
exhibitors and speakers during the recent Assembly 
in Miami Beach. It was a pleasure to participate and 
I congratulate you on a job well done. 
RICHARD D. BRASFIELD, M.D. 


New York, N.Y. 


Dear Sirs: 

The Miami Beach meeting was handled magni- 
ficently—as you always do. Thank you for the cour- 
tesies extended to me. It was a privilege and honor 
to be on your program again. 

GEORGE A. CONSTANT, M.D. 
Victoria, Tex. 


Dear Sirs: 

Over 350 physicians left requests at our exhibit for 
the manual, “Syphilis—Modern Diagnosis and 
Management.” This is the kind of response that 
makes participation in your meeting so worthwhile. 

WiuiaM J. BROWN, M.D. 
Chief 
Venereal Disease Branch 
Department of Health, Education and Welfare 
Atlanta, Ga. 
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Dear Sirs: 

Congratulations on your very fine meeting and 
thank you for the courtesies you extended to ex- 
hibitors. I was indeed impressed by the marked in- 
terest our exhibit aroused among physicians attend- 
ing the Assembly. It was obvious that the general 
practitioner is becoming more aware of the hearing- 
handicapped patient. 

LINDSAY L. PRATT, M.D. 

Philadelphia, Pa. 


Dear Sirs: 

In looking over our registrations (from the Miami 
Assembly) we find we had doctors from most of the 
towns in which Rexall stores are represented, so I 
feel we got good results. Hoping to see you in Las 
Vegas next year. . 

J. A. HAILER 

Rexall Drug Company 
Los Angeles, Calif. 


Dear Sirs: 

The meeting in Miami Beach was outstanding. 
You and your committee are to be complimented on 
the fine organizational work in preparing such a 
program. 

EDWARD M. LITIN, M.D. 

Mayo Clinic 
Rochester, Minn. 


Career Opening 


Dear Sirs: 

The University of Massachusetts Health Service 
is now ready to make additional appointments to its 
growing staff of physicians. The new 87-bed in- 
firmary will soon be opened, and we are seeking, in 
particular, a young man or woman who is interested 
in making a career of work with student health. 

Student health is a uniquely satisfying area in 
which to work. Patients are young and eager and 
their problems are susceptible to being resolved 
satisfactorily in most cases. The long-term gains 
from elimination of problems of health, physical and 
emotional, make efforts on behalf of students sin- 
gularly rewarding. 

There are many other advantages to this life to 
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4) years of improving infant feeding 
through research 


SERVICE 
TO 
MEDICINE 


Food Formula for Infants, 
Wyeth 


Many major advances in infant nutrition, symbolized in 
S-M-A since 1921, have been the results of Wyeth’s policy 


of continued research in infant nutrition, 


S-M-A—/irst prepared formula scientifically patterned after 
breast milk. 


* first to use a blend of oils with a high ratio of essential 
unsaturated fatty acids 

e first to include lactose as the only carbohydrate 

e first to use proteins quantitatively equivalent to mature 
human breast milk 

e first to add vitamins A and D 

e first to add vitamin C stabilized in a liquid form 

e first to add niacinamide 

e first to add iron 


As new developments occur in infant nutrition and milk 
technology, S-M-A will be at the forefront. 


Wyeth Laboratories Philadelphia 1, Pa. 
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Yours Truly 


which the young physician with a general perspective 
of medicine might give attention. Association with a 
university community is stimulating; frequently 
there may be an opportunity for giving expression to 
a latent interest in teaching. The somewhat more 
regular hours make it more nearly possible to effect 
the integration of work and family which reduces the 
tensions of personal life. 

Salary and security may not be in the range of be- 
ing remarkable; they are, however, in a reasonable 
balance. There should be opportunities for lively 
professional association, research in many areas, and 
an immediate sense of usefulness. 

I urge that young physicians give this growing 
area of general practice their earnest attention. Any- 
one specifically interested in an appointment at the 
University of Massachusetts should write promptly 
to me. 

ROBERT W. GAGE, M.D. 


Director of Health Services 
University of Massachusetts 
Amherst, Mass. 
Wanted 
Dear Sirs: 


Our well-established clinic group of eight men is 
seeking a general practitioner whose primary inter- 
ests lie in the fields of pediatrics and internal medi- 
cine. This is an excellent opportunity for an ambi- 
tious physician genuinely interested in becoming an 
active partner. 

V. E. THOMPSON 
Business Manager 
Grants Pass Clinic 
Grants Pass, Ore. 


New York Offer 


Dear Sirs: 

I would like to make the following offer to either a 
young general practitioner or to a physician who 
would like to make a move from his present location. 

I am moving out of the state and I would like to 
rent my office space in Rochester on a percentage 
basis of the gross receipts. There are 750 feet of office 
space—modern, air conditioned and fully equipped 
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“Isn't he too young to be a geriatrician?” 


—suitable for general practice or internal medicine. 

I have been practicing from this office for 24 years 
and would make figures available to anyone who is 
interested in the proposition. I would consider selling 
the office along with the six-room house that is at- 
tached to the office. 

ALEXANDER J. BELLANCA, M.D. 

959 Winona Blvd. 
Rochester 17, N.Y. 


Detection 


Dear Mr. Cahal: 

I detect your hand in Miss Lamme’s article, ‘““New 
Chapters in the Doctor-Hospital Dispute,” (April 
GP). 

I think your comments are extremely well taken. 
I am glad to see them a part of the article. 

Miss Lamme also did an excellent job and I extend 
my congratulations. 

EDWIN J. HOLMAN 
Legal and Socio-Economic Division 
American Medical Association 


Dear Sirs: 

I wish to point out a minor error in the excellent 
review article by Lois Lamme entitled ‘““New Chap- 
ters in the Doctor-Hospital Dispute.” 

The author quotes a Modern Hospital survey in- 
correctly. On page 149 the author writes the average 
income received by pathologists at reporting hospitals 
as $38,000. In the original article (The Modern Hos- 
pital, page 67, March 1960) the income reported is 
$28,000 (28 not 38). This is an appreciable difference 
for an average. 

S. RAYMOND GAMBINO, M.D. 
Department of Pathology 
The St. Luke’s Hospitals 
Milwaukee, Wis. 
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with the first total anti-arthritic therapy 


More than just anti-inflammatory therapy 
alone... DELENAR stops rheumatic inflamma- 
tion, with the more active corticosteroid, 
DERONIL...and DELENAR relaxes painful 
muscle spasm with a proved muscle relaxant 
...and DELENAR quickly relieves motion-stop- 
ping pain with better tolerated aluminum aspi- 
rin...for comfortable restoration of motion.'” 


Now you can restore motion safely, surely with 
DELENAR in mild rheumatoid arthritis, early 


osteoarthritis, rheumatism, spondylitis, fibro- 
sitis, myositis, chronic fibromyositis. 
Formula: 


DeRoniL” (Dexamethasone) ......... 0.15 mg. 
lowest dosage anti-inflammatory steroid 
Orphenadrine HC] 15 mg. 
proved muscle relaxant 


Aluminum Aspirin ................0:008 375 mg. 
fast analgesic relief of motion-stopping pain 


Delenar 


1. Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. / 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 
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reformulated 


all forms of TRI-VI-SOL’, POLY-VI-SOL, 
and DECA-VI-SOL vitamins—to provide 
rational, practical, safe levels of 
vitamins C, D, and A to fit the needs 
of today’s children 


Mead Johnson 
Laboratories 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


JULY 


17-20: New Mexico chapter, Fourth Annual Ruidoso Clin- 
ics, Ruidoso. 

*17-22: Southern Obstetric and Gynecologic Seminar, 
seminar on gynecology, Mars Hill, N.C. (86 hrs.) 

*17-22: Duke University School of Medicine, annual More- 
head City postgraduate course, Morehead City, N.C. 
(30 hrs.) 

17-29: Michael Reese Hospital, course in electrocardio- 
graphic interpretation, Michael Reese Hospital and 
Medical Center, Chicago, III. 

*18: Tennessee chapter, course in treatment of the foot, 
Memphis. (1 hr.) 

*22: Blue Ridge (Virginia) chapter, symposia on inflamma- 
tion and mental depression, Hotel Roanoke, Roanoke, 
Va. (6 hrs.) 

24-28: American College of Chest Physicians, course in 
cardiopulmonary problems in children, Brown Palace 
Hotel, Denver, Colo. 

*27-28: Virginia chapter and Tri-State Medical Association, 
meeting, The Cavalier, Virginia Beach, Va. (12 hrs.) 

29: University of Oklahoma School of Medicine, seventh 
annual Southeastern Oklahoma clinical symposium, 
Aldridge Hotel, McAlester, Okla. (6 hrs.) 

*30: Neurological Hospital, Older Patient,’’ Neuro- 
logical Hospital, Kansas City, Mo. (23%, hrs.) 


AUGUST 


14-17: National Medical Association, Inc., meeting, New 
York City. 

*15: Tennessee chapter, course in radiologic examination of 
the chest, Memphis. (1 hr.) : 

17-19: Utah chapter, annual scientific meeting, Zion 
National Park. 

*21: Cook County Graduate School of Medicine, one-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago, III. 
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On the Calendar 


21-25: University of Colorado School of Medicine, clinical 
and research advances in pediatrics and child guidance 
problems, Stanley Hotel, Estes Park, Colo. 


SEPTEMBER 


6-9: Wyoming chapter, annual meeting, Jackson Lake 
Lodge, Moran. 

*11: Cook County Graduate School of Medicine, one-week 
course in pediatric surgery, Cook County Graduate 
School of Medicine, Chicago, Ill. 

11-14: International College of Medical Practice, third 
congress of general practitioners, Salzburg, Austria. 
*13-14: Ohio chapter, annual meeting, Netherland-Hilton 

Hotel, Cincinnati. (12 hrs.) 

*13-14: Nebraska chapter, annual meeting, Blackstone 
Hotel, Omaha. (9 hrs.) 

*14: Cook County Graduate School of Medicine, course in 
pain relief in childbirth, Cook County Graduate School 
of Medicine, Chicago, Ill. 

*15: American Academy of General — and University 
of Kansas, annual symposium on infectious diseases, 
Battenfeld Auditorium, Kansas City, Kan. (6 hrs.) 

15-16: Texas Heart Association, 26th annual scientific 
sessions, Shamrock Hilton Hotel, Houston, Tex. (9 hrs.) 

*16: Pennsylvania chapter and the Pennsylvania Heart 
Association, scientific session, Hotel Sterling, Wilkes- 
Barre. (3 hrs.) 

16-17: American Academy of General Practice, State 
Officers’ Conference, Hotel Muehlebach, Kansas City, 
Mo. 

17-19: Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

Continued on page 187 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Apr. 2-5, 1963: McCormick Place, Chicago, IIl. 


Annual Symposium on Infectious Diseases 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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Eugene N. Beesley 
PMA Chairman 


EUGENE N. BEESLEY, president of Eli Lilly and Company, 
has recently been named chairman of the Pharmaceutical 
Manufacturers Association Board of Directors. A dynamic man 
who worked his way up in the Lilly organization 

from salesman to the top job, Mr. Beesley is affiliated 

with many national organizations. He is vice president 

and a board member of the Health Information Foundation, 
a board member of the National Industrial Conference Board 
and a trustee of both the National Fund for Medical Education 
and the National Fund for Graduate Nursing Education. 

He also serves as a director of the Radio-Free Europe Fund 
and the American Arbitration Association. The new chairman 
is a born-and-bred Hoosier. He was graduated from Indiana’s 
Wabash College and the Indiana University Law School, 

and holds honorary degrees from Wabash, DePauw University 
and the University of Toledo. 


Col. W. D. Graham, MC 
Medicare Director 


MEDICARE, the branch of the Army that looks after 

the health of soldiers’ dependents, has a new 

executive director—Col. W. D. (Don) Graham, 

professional director of the program for the past year. 

A native of Birmingham, England, Colonel Graham came 

to this country in 1914 and received his M.D. 

from the University of Minnesota. After an internship 

and three years’ private practice, he entered active duty 

with the CCC and was later commissioned in the regular Army. 
During World War II, Colonel Graham commanded the 158th 
General Hospital in the European Theater of Operations, 
then served as chief of the Hospital Division, 

Office of the Surgeon General. The new director, who received 
a Master of Public Health degree from the University 

of California, has also been commanding officer 

of two Army hospitals and surgeon of the Third Army. 
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AVAILABLE IN POTENCIES: 


MILPATH-400—Yellow, scored tablets 
of 400..mg.. Miltown. (meprobamate) 
and 25 mg, tridihexethyl chloride. 

tle of 50. Dosage; tablet tid.atmeal- 
time and 2 at Be@time. ~ a 


edated tablets 
of 200 mg. Miltown (meprobamate) = 
and 25 mg. tridihexethy! chloride. Bot- — 


tle of 50, Dosage: 1 or 2 tablets tid.at =. 
mealtime and.2 at bedtime. 
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The Rugged Individualist 


HERE’S A TRUE and documented story we hope 
our readers will appreciate. 

The story is about a young man who formerly 
lived with his parents—in a public housing unit. 
He attended public schools and was nourished 
every noon via the school’s “free lunch program.” 
He then went into the Army and kept his GI life 
insurance—which annually refunds almost the 
total premium cost. 

After he left the Army, he enrolled in a state 
university and worked at the state capitol to 
supplement his GI education checks. Soon after 
he graduated, he married a public health nurse 
and bought a home with a GI loan. He then ob- 
tained a Reconstruction Finance Corporation 
loan and went into business on his own. 

Their baby was born in the city hospital and 
a few months later, our hero bought a ranch— 
with assistance from the veterans’ land program. 
He obtained emergency feed from the govern- 
ment. Later he put the ranch in the soil bank and 
used the payments to clear the mortgage. Then 
the government paid 70 cents for every 30 cents he 
paid to put the “‘soil bank’’ land in grass. 

Our friend’s parents live with him on the ranch 
and collect social security checks. The Rural 
Electrification Administration has supplied elec- 
tricity, the government helped him clear his land, 
the county agent showed him how to terrace it 
and the government built him a fish pond. 

About a month ago, he wrote his Congressman 

the following letter: 
' “Dear Sir: I wish to protest these excessive 
governmental expenditures and attendant high 
taxes. I believe in rugged individualism. I think 
people should stand on their own feet without 
expecting a handout. I am: opposed to all 
Socialistic trends and I demand a return to the 
principles of our Constitution and the policies of 
States’ Rights.” 

We always admire a rugged individualist! 
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Editorials 


One Never Knows 


IN THIS ENLIGHTENED day and age, we never 
know where we’re going to run across a clinical 
or pseudo-clinical dissertation on matters medi- 
cal. For example, we were recently reminded 
that, “It is imperative that we draw away the 
dark curtain of superstition and disrepute and 
study more seriously hypnosis and its implica- 
tions as they affect the behavior of mankind.” 
We were further told that, “Hypnosis offers man a 
means of influencing and controlling both himself 
and those around him, to a degree now only 
vaguely hinted at.’”’ We don’t want to debate or 
dispute either of these erudite premises, but we 
wager you’ll be surprised to learn the distin- 
guished clinical publication in which we found 
them—Playboy magazine! 


Buerger’s Disease 


THIs IS an editorial on an editorial. Under the 
title, “Thromboangiitis Obliterans: Fact or 
Fancy,’ inthe February, 1961, issue of Circulation, 
Wessler reiterates his doubts as to the existence 
of Buerger’s disease. He says, “An impartial ex- 
amination of the entire evidence provides over- 
whelming support for the opinion that Buerger’s 
disease has never been and is not now an entity 
in either the clinical or pathologic sense.” 

Wessler recalls that Buerger worked in an era 
when little was known about the incidence of 
peripheral atherosclerosis in young men or the 
vast variety of peripheral thromboembolic le- 
sions. Careful analysis of pathologic material 
reveals little or no evidence for a specific acute 
vascular lesion to identify thromboangiitis ob- 
literans. Controlled clinical trials fail to support 
the view that this entity is distinguished by its 
response to specific therapy, including abstinence 
from smoking. Wessler invites physicians to re- 
view critically their own experiences with Buer- 
ger’s disease. 
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Editorials 


Space does not permit here any deeper review 
of the scientific merits of this case. Whether or 
not Wessler is right, there is a certain fascination 
in his rather courageous stand. In this day in 
which new diseases are still being ‘“‘discovered”’ 
with some regularity, here is a physician trying 
to do away with one. Certainly his name cannot 
be attached to a disease which does not exist, and 
which, furthermore, already has someone’s name 
attached to it. 

How many other “‘diseases’’ are really not dis- 
tinct clinical or pathologic entities? Certainly 
controlled scientific studies might relegate many 
to the status of thymolymphaticus. 


Uncle Wilfred 


UNCLE WILFRED recently received a letter from 
a New York publishing firm urging him to sign 
up for a mail-order executive training program. 
The program offered a series of booklets and 
other executive education aids. Among the 
material he’d receive would be a 10,000-word 
booklet entitled “How to Say a Few Words 
Effectively.” Uncle Wilfred concluded that the 
author should read his own booklet. 


Preventing Suicide 


SUICIDE, OUR 11th most frequent cause of death, 
will remain unpreventable as long as we believe 
that man can die voluntarily. This belief keeps 
the victim from discerning that what threatens 
his life is illness and not himself. Likewise it 
makes his family suppose he will not die, because 
the family knows that he really wants to live. 
The first evidence in support of this belief 
comes from people dying while entertaining the 
idea—and being mentally ill enough to think 
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they want to die. Psychiatrists find such illness 
highly curable. The term suicide is applied only 
when appearances prove that the victim meant 
to die, knew what he was doing and was satisfied 
with his reasons. 

Thus, disease gave origin to both the belief 
that man can die at will and to the word that 
names such death a crime. The word has since 
been the means of transmitting the belief to each 
succeeding generation. The belief persists even 
though we know that an urge to die, if it actually 
endangers a person’s life, is proof of psychic dis- 
order. The originally supposed basis for the belief 
has vanished. 

Beliefs long and widely held are not easily 
abandoned. A word devised to convey an idea 
may persist long after the idea has been proved 
invalid. Possessed of a belief originating in death 
of the mentally ill, and sensing that such only 
appeared to be voluntary, we seek to support the 
belief by looking to apparently voluntary death 
of the mentally well. 

So, we cite as ‘“‘suicides’’ numerous heroes such 
as ship captains, plane pilots and chaplains giving 
up safety belts as well as those involved in hari- 
kari, kamekazi, suttee, etc. We overlook the fact 
that none of these would be listed as suicide in 
our statistics. Of course these individuals suffered 
no illusion of wanting to die, nor did their fatal 
acts more than appear to be voluntary. Their 
deaths were obligatory toward fulfillment of pur- 
pose vital to their existence. Death was inciden- 
tal, not an aim. ‘ 

Ignore it as we may, neither man nor any other 
creature ever dies voluntarily. As soon as this 
truth is widely realized and openly admitted, the 
sufferer of a life-threatening urge to die will freely 
sense his own psychic disorder. With the realiza- 
tion that nobody wants to die, or to be sick, he 
will be as free to seek help as is any other sick 
person. 

NELSON MorkRis, M.D. 
Toledo, Ohio 
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From the 
Medical Editor’s Desk 


Auxiliary Medical Groups 


THE PRACTICE OF MEDICINE is becoming increas- 
ingly complex. However, few physicians realize 
how dependent they are on others. The doctor 
likes to think of himself as a rugged individualist, 
asking no favors from anyone and capable of 
working alone if necessary. 

This is not possible any more. In this intricate 
modern world many lay persons are involved 
either directly or indirectly with the physician 
in the care of patients. It has been estimated 
that these lay persons outnumber the physicians 
by at least 7:1. In other words, in this country 
where there are more than 200,000 doctors, at 
least 1,400,000 other people are actively con- 
cerned with medical care. 

Historically, the pharmacist was the physi- 
cian’s first helper because the physician became 
so busy that he could no longer compound his 
own prescriptions. It should be remembered, 
however, that until comparatively recently, some 
doctors, particularly those practicing in rural 
areas, still dispensed their own medicines to 
patients. 

It would be hard to imagine how good medi- 
cine and surgery could be practiced without the 
hursing profession. Physical therapy performed 
by registered therapists under the direction of a 
physician specializing in this field is now com- 
monplace. During the past 30 years, many 
chemical and immunologic diagnostic tests have 
been devised; consequently, laboratories with 
large numbers of trained technicians to do the 
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work have been developed. The doctor is often 
at the mercy of the technicians since so much 
depends on the accuracy of the laboratory report. 
Technicians must, therefore, be well trained and 
efficient. Technicians are also required for x-ray 
and electrocardiography. As each new technical 
device is added to medicine there must be a 
technician to run it. 

Also aiding the physician are social service 
workers and a group of individuals who work 
together to rehabilitate the patient after his ill- 
ness. These include trained psychologists (who 
test the patient’s capabilities) and vocational 
guidance counselors (who advise occupational 
change and help in job placement). The physi- 
cian has a variety of skilled people available who 
can assist him in returning his patient to full 
employment as soon as possible. 

Many others are concerned with the diagnosis 
and treatment of disease, but the physician may 
not come in daily contact with them. The entire 
pharmaceutical manufacturing industry is con- 
cerned with producing drugs for therapeutic use 
and with developing new drugs through its ex- 
tensive research facilities. The federal govern- 
ment through the Narcotic Bureau, the Food 
and Drug Cosmetic Administration, the Public 
Health Service, and the National Institutes of 
Health adds materially to the number of people 
concerned with medical care. 

Then, of course, there are Blue Cross and Blue 
Shield, the insurance companies that offer health 
and accident policies and the voluntary health 
agencies with large, full-time staffs primarily 
concerned with medical care. 

The doctor must remember that he is grossly 
outnumbered by laity in the vast complexity of 
medical care. He must maintain his proper per- 
spective, always realizing nevertheless, that he 
is the central and controlling figure and must 
always remain so. The doctor obviously cannot 
work alone. 

ARTHUR C. DEGRAFF, M.D. 
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Rectal Bleeding in Infancy and Childhood 


EDWARD G. STANLEY-BROWN, M.D. 
New York, New York 


Rectal bleeding in infancy and childhood must be 
confirmed by a guatiac test. A careful history 
and a thorough physical are required. 
Fissure-in-ano is the most common cause 

of bleeding. Acute fissure-in-ano usually responds 
if stools are softened. Polyps, also a source 

of bleeding, call for a sigmoidoscopy and 
simultaneous removal. If Meckel’s diverticulum 
is suspected but not proved diagnostically, 
abdominal exploration may be necessary. 


AS A CONSEQUENCE of the concerted and wide- 
spread efforts to alert the lay public to the early 
warning signs of cancer, every mother and father 
“knows” that rectal bleeding signifies cancer of 
the intestine. Therefore, every infant or child 
who passes even so much as a speck of blood from 
his rectum is immediately rushed to the physi- 
cian. This is one situation in which there is seldom 
patient delay prior to seeking medical attention. 

The first duty of the physician is to calm and 
reassure the frightened parents and explain that 
cancer is the least likely cause of rectal bleeding 
in infancy and childhood. In fact, cancer is found 
only at the very bottom of a long list of possible 
causes. Despite calm reassurance, the parents 
may still have doubts. Thus, it is prudent for the 
physician to reassure them frequently during the 
course of investigation, diagnosis and treatment 
that their baby does not have cancer. 
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Guatac Test 


At the outset it is worthwhile to confirm the 
presence of blood in the stool. A guaiac test is 
used for this purpose. If the mother failed to bring 
a specimen, one is easily obtained with a small, 
moist, cotton-tipped applicator. Ingested beets, 
tomatces, chocolate and the like may occasionally 
color the stools and render them indistinguishable 
from a stool containing blood. A great deal of 
time, trouble and worry may be easily averted by 
this simple test. Once reassured that the patient’s 
presenting complaint is genuine, the physician 
may then proceed to a detailed history and physi- 
cal examination. 


Fissure-In-Ano 


The most common cause of rectal bleeding in 
infancy and childhood is the fissure-in-ano. Pas- 
sage of hard, constipated feces lacerates the deli- 
cate anal mucous membrane and bright red 
blood is streaked on the surface of the stool. The 
painful fissure stimulates spasm of the underlying 
external anal sphincter and the cycle of a hard 
stool, fresh tear of the mucous membrane with 
bleeding and constipation, secondary to painful 
bowel movements is initiated. As with any blood 
loss, the amount is greatly overestimated by the 
parents. Characteristically, the bleeding asso- 
ciated with fissure-in-ano is slight in quantity. 
Rectal bleeding sufficient to reduce the hemo- 
globin or hematocrit value is probably due to 
some lesion other than an anal fissure. 

With a history of constipation, painful bowel 
movements, bright red blood on the surface of the 
stool or in the diaper after a bowel movement, the 
physician should properly suspect a fissure-in- 
ano. Byspreading the baby’s buttocks wide apart, 
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Rectal Bleeding 
in Infancy and Childhood 


the leading edge of the fissure is usually easily 
seen and will often have a drop of bright red 
blood to mark its location. Less frequently the 
fissure is deeply located and diagnosis requires a 
bit of ingenuity. Since any instrumentation is 
painful, a water-soluble topical anesthetic lubri- 
cant is spread over the anus and coated gener- 
ously on the conical tip of an ordinary glass 
centrifuge tube. After waiting a few moments for 
the anesthetic to take effect, the tip of the centri- 
fuge tube is slowly and gently pushed into the 
anus. Using a bright light the physician peers 
down the lumen of the centrifuge tube and will be 
rewarded by seeing the more deeply situated fis- 
sure. 

The acute fissure-in-ano, wherever its location, 
usually responds if the stools are softened. 
Mineral oil is given orally to an older child, 
titrating the dose to the patient’s needs. Since too 
small a dose will not bring about the desired 
softened stool and too much will leak through and 
soil clothes, the dose will vary for each individual 
patient. While virtually tasteless, mineral oil is a 
bit more palatable if the light grade (not heavy) is 
chilled in the refrigerator. Occasionally the 
mineral oil will have to be disguised. One solution 
is to mix a proprietary preparation of mineral oil 
and milk of magnesia in a high-speed rotary 
blender with a milk shake or fruit juice. This 
potion must be ingested promptly before the in- 
gredients separate. 

In an infant, the new surface-wetting agents 
such as dioctyl sodium sulfosuccinate (Colace®, 
Mead Johnson) may be added to the bottled 
formula in amounts appropriate to the patient’s 
weight. These agents will effectively soften the 
stools. The above measures may fail if a fissure 
has existed for weeks or months. It then be- 
comes necessary to slowly but thoroughly dilate 
the anus under general anesthesia. A single 
dilatation is usually sufficient although occa- 
sionally this will need to be repeated four to six 
weeks later. 
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Sometimes a chronic fissure in an older child 
does not heal even after the stools have been 
softened and the anus dilated once or even twice. 
In such a predicament, surgical excision of the 
fissure is indicated. 


Rectal Polyp 


Between the ages of 2 and 6 years a polyp may 
be the source of much rectal bleeding. Commonly 
located in the rectum or lower sigmoid, such 
polyps often possess a long stalk, permitting pro- 
lapse of the tumor out through the anus. When 
the mother reports rectal bleeding associated 
with the appearance of a piece of tissue which re- 
tracts following a bowel movement, the diagnosis 
of a rectal polyp is virtually assured. Sometimes 
the polyp is palpable upon digital examination, 
but in any event, sigmoidoscopic examination 
and simultaneous removal of the polyp or polyps 
are indicated. 


SIGMOIDOSCOPY AND EXCISION OF POLYP 


Satisfactory sigmoidoscopic examination and 
excision of polyps (single or multiple) requires 
(1) thorough cleansing of the bowel and (2) a re- 
laxed patient. We believe that these criteria are 
best achieved by hospitalization and examination 
under general anesthesia. Adequate preparation 
of the colon is seldom accomplished at home. The 
risk of possible bowel perforation with the sig- 
moidoscope, snare or endothermic cautery in a 
poorly prepared or uncooperative patient more 
than justifies the risk of general anesthesia and 
the added expense of hospitalization. 

We have experimented with innumerable laxa- 
tives, suppositories and disposable enema prepa- 
rations and conclude that the use of a saline 
cathartic or castor oil taken by mouth, combined 
with skillfully administered saline enemas, results 
in the most satisfactory and complete preparation 
of the lower bowel for examination. 

The patient is admitted to the hospital the 
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evening prior to sigmoidoscopic examination. 
Urinalysis and complete blood count are obtained 
and saline enemas are administered. The laxative 
is administered at bedtime. 

Oral intake is withheld for no more than five 
hours prior to anesthesia. At least two hours prior 
to the examination the descending colon is again 
cleared of fecal material by saline enemas until 
clear. 


ENEMAS 


A few remarks about the administration of 
enemas to infants and children seems wise. Iso- 
tonic saline warmed to 98° to 99° F. is the solution 
of choice. The amount will vary from 50 ce. to 
100 ec. in an infant to 250 cc. to 500 cc. for an 
older child. The enema should be given in bed 
with a suitable plastic or rubber mattress cover. 
A soft rubber 16 F. catheter is used for an infant, 
and 18 to 20 F. for a child 5 years and older. The 
catheter is generously anointed with lubricant 
and gently introduced 2 to 8 in. into the rectum. 
The enema can is suspended no higher than 12 in. 
above the patient’s buttocks and the solution al- 
lowed to run in slowly. An infant is permitted to 
expel the enema into diapers, while an older child 
is provided with a bedpan or, if feasible, he is al- 
lowed to sit on the toilet to expel the enema. If 
the solution is not returned after 15 to 20 minutes, 
the rectal tube should be reintroduced and the 
solution siphoned off. 

Under the age of 4 years, little is to be gained 
by explanations but an older child should be al- 
lowed to feel the tubing and test the temperature 
of the solution. In addition he should think that 
he is helping by holding the rectal tube in posi- 
tion. It is important to explain to the child that 
the flow of the solution is easily slowed down or 
stopped if he feels full or uncomfortable. There is 
a certain truth in the old joke about enemas and 
enemies but an understanding and patient nurse 
can avoid pain, fear and embarrassment and 
achieve the desired results by giving extra atten- 
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EDWARD G. STANLEY-BROWN, M.D. was graduated from the Univer- 
sity of Pennsylvania, took his internship at New York’s Bellevue Hospital 
and surgical residencies at Bellevue and Presbyterian Hospital. A specialist 
in the surgery of infants and children, Dr. Stanley-Brown is an associate in 
surgery at Columbia University, assistant attending surgeon at St. Luke’s 
Hospital! and associate visiting surgeon, First Surgical Division, Bellevue. 
He is a fellow of the American College of Surgeons and a diplomate of the 
American Board of Surgery. Dr. Stanley-Brown was surgeon for the 8063rd 
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tion to details. Enemas for newborn infants are 
best administered by the physician. Regardless 
of the patient’s age, the task should never be 
relegated to an orderly or an aide. 

' Under general anesthesia an adult-sized sig- 
moidoscope is used and the polyp or polyps re- 
moved by snare, using endothermic cauterization 
of the base to prevent bleeding. 


BARIUM ENEMA 


Since the majority of polyps are located in the 
rectum or low sigmoid colon, the approach out- 
lined above usually will suffice. If sigmoidoscopic 
examination fails to reveal a polyp, a barium 
enema is requested and performed in association 
with an air-contrast study. Polyps which are 
demonstrated by such studies are usually above 
the reach of the sigmoidoscope and will neces- 
sitate laparotomy for removal. 


Meckel’s Diverticulum 


Whenever an infant is admitted to the hospital 
with a presenting complaint of rectal bleeding, the 
house physician’s suggested diagnosis invariably 
includes Meckel’s diverticulum. In 1933, Dr. C. 
W. Mayo wrote: ‘“Meckel’s diverticulum is fre- 
quently suspected, often looked for and seldom 
found.” This pronouncement is not without merit 
and the diagnosis is very apt to be made by a pro- 
cess of exclusion. The history is that of painless 
rectal bleeding, usually large in amount, and fre- 
quently requiring blood replacement by trans- 
fusion. The blood passed is characteristically dark 
but if the hemorrhage is profuse it may contain 
considerable well-oxygenated blood of bright red 
hue. Physical examination is unrewarding and 
diagnostic x-ray studies seldom reveal the 
offending remnant of the omphalomesenteric 
duct. The usual location for Meckel’s diverti- 
culum is in the terminal ileum at a point 12 to 18 
in. proximal to the ileocecal valve. The pouch of 
the diverticulum is partially lined with gastric 
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Rectal Bleeding 
in Infancy and Childhood 


mucous membrane. An ulcer, forming at the junc- 
tion of the adjacent ileal mucosa, constitutes the 
actual source of bleeding. 


EXPLORATORY LAPAROTOMY 


When all diagnostic studies fail to disclose the 
source of rectal bleeding and a Meckel’s divertic- 
ulum is suspected, abdominal exploration may 
be indicated. The physician should forewarn the 
parents that the proposed exploratory lapa- 
rotomy may (in perhaps 30 out of 100 instances) 
reveal no Meckel’s diverticulum. If the patient 
and his surgeon are fortunate, the Meckel’s 
diverticulum is found and easily excised. There 
will be disappointments and negative explora- 
tions in approximately one-third of the cases. 


Idiopathic Gastrointestinal Bleeding 

In the newborn infant, idiopathic gastrointesti- 
nal bleeding occurs often enough to deserve men- 
tion. These babies may vomit blood, will usually 
pass fair-sized tarry stools, and diagnostic x-ray 
and hematologic studies are entirely normal. The 
unwary will suggest surgical exploration but the 
experienced surgeon (one experience is more than 
enough) will replace blood by transfusion, supply 
vitamin K and wait uneasily until the bleeding 
stops. Surgical exploration of such a newborn in- 
fant almost never discloses the source of bleeding 


which stops spontaneously in the great majority 
of patients. 


Other Sources of Rectal Bleeding 


Peptic ulceration of the stomach or duodenum, 
duplication of the bowel, esophageal varices, 
volvulus, intussusception and ulcerative colitis 
should all be mentioned as the occasional source 
of rectal bleeding in infancy and childhood. A 
positive history of prolonged bleeding from sites 
of minor trauma, bleeding from the gums or into 
joints raises the possibility of a blood dyscrasia. 
If the physical examination reveals purpuric 
spots, petechiae or an enlarged spleen, one should 
enlist the aid of a physician competent to under- 
take a complete hematologic investigation. 

The possibility that rectal bleeding may be in 
consequence of blood swallowed from the nose or 
pharynx must always be considered. Children are 
prone to swallow blood rather than spit it out. 
Epistaxis due to self-induced trauma will result in 
a tarry stool a day or so later. The newborn who 
swallows blood during delivery may pass a tarry 
stool but chemical tests will determine whether 
the mother’s or the child’s hemoglobin is present 
and thus identify the origin of the blood. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Pregnancy and Coronary Disease 


THE TOTAL CHOLESTEROL increases during nor- 
mal pregnancy. Its distribution between alpha 
and beta lipoproteins resembles that found in 
men with ischemic heart disease, more cholesterol 
being attached to the beta lipoprotein. Although 
estrogen levels are high, there is no evidence of a 


84 


corrective effect on the blood lipid pattern. Wat- 
son and associates review the literature and re- 
port definite myocardial infarctions occurring 
during pregnancy in two patients, ages 22 and 
17. There was no evidence of hypertension, dia- 
betes or familial hypercholesterolemia. The pa- 
tients recovered, although one patient was de- 
livered by Cesarean section to spare her recently 
infarcted ventricle from strain during labor. 
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Ante-Partum 

Fetal Hemorrhage— 
A Danger 

to Infant and Mother 


GEORGE S. ALLEN, M.D. 


St. Anthony’s Hospital 
Louisville, Kentucky 


The possibility of blood loss from the infant 
to the maternal circulation must be considered 
along with other causes of anemia 

in the newborn infant. Prompt recognition 
and treatment are essential. 


UNQUESTIONABLY, the first 24 hours of life are 
the most hazardous for most infants. Even 
though great strides have been taken during the 
past 25 years in reducing neonatal mortality, the 
neonatal phase of life remains too great a risk for 
most insurance companies to underwrite. We are 
discouraged with the toll taken by prematurity, 
congenital anomalies, birth injuries, etc., but it is 
more significant to consider the cause of morbid- 
ity and mortality whose etiology is obscure. In a 
recent study made in Baltimore, analysis of 50 
fetal and 77 neonatal death certificates revealed 
40 to 50 per cent disagreement on cause-of-death 
statements with pathologic findings and infant 
mortality conference conclusions. Obviously 
such disagreement indicates a need for greater 
zeal and attention to neonatal pathology. 
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Unexplained newborn pallor and lethargy are 
not new. Too often, there is no immediate cause, 
and the infants, if not stillborn, frequently die 
during the first few hours of nursery life. Too fre- 
quently, the manifest anemia is not appreciated 
before irreversible physiologic changes have oc- 
curred. In 1948, Weiner described cases of se- 
vere neonatal anemia which were not explained 
by the usual causes. After study, he reasoned that 
the infant had hemorrhaged into the maternal 
circulation. Later, in 1955, Chown reported three 
cases of severe neonatal anemia and proved the 
phenomenon of fetal to maternal transfusion. 
Since Chown’s work, others have reported sim- 
ilar cases and the syndrome of transplacental 
fetal hemorrhage is now established. 


Transplacental Fetal Hemorrhage Syndrome 


Briefly, the syndrome is one of occult fetal 
blood loss. Usually the infant has some degree of 
pallor. This pallor may vary from the waxy, pale 
stillborn to the infant that “‘doesn’t look just 
right.”” Often the muscle tonus of liveborn infants 
is poor. The true significance of the disorder 
comes to light during the first 24 hours in the 
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nursery. The infants run a course typical of blood 
loss anemia and too often they die before diag- 
nosis and transfusion therapy are established. 
Maternal involvement has been infrequent. Oc- 
casionally jaundice, just before delivery, has 
been noted. The possibility of serious, if not fatal, 
maternal complication has been suggested. 

We have had one such fatal maternal complica- 
tion, and to our present knowledge, this is the 
first case to be reported. The following is an 
abstract of this case. 


Case Study 


On November 7, 1958, at 12:20 a.m., Mrs. V.S., 
a 38-year-old white patient, who had delivered 
eight children and had had one abortion, was ad- 
mitted to the labor room with irregular contrac- 
tions during her tenth pregnancy. The patient 
had blood type O, Rh negative; a blood pressure 
of 132/84, and a fetal heart tone of 140/left lower 
quadrant. Rectal examination revealed that her 
eervix was thick, dilated to one and one-half 
fingerbreadth, with the presenting part “very 
high.” At 2:00 A.M., she was given a combina- 
tion of secobarbital and amobarbital (Tuinal®), 
3 gr., for sedation. Examination revealed that 
the cervix was dilated to two and one-half finger- 
breadth, moderately thick, with the presenting 
part still high at 6:00 A.M. Contractions were 
recorded as hard. At 6:25 A.M., she was sedated 
with 100 mg. of meperidine hydrochloride and 
scopolamine 1/150 gr., intravenously. At 7:00 


The 


A.M. the membranes ruptured spontaneously and 
the amniotic fluid was reported to be green- 
ish. Fetal heart beat had become irregular by 
8:15 A.M. and fetal distress was noted. At this 
time, oxytocin (Pitocin®) infusion (2144 minim 
oxytocin per 500 cc. 5 per cent glucose) was be- 
gun at a very slow rate. Now the patient was 
about three and one-half fingerbreadth dilated. 
She was recorded as being apparently uncon- 
scious and having a jerking of the extremities at 
8:40 A.M. There was no pulse, blood pressure or 
fetal heart tone, and she was cyanotic. The oxy- 
tocin drip was discontinued. The head was on the 
perineum. 

The patient was taken to the delivery room 
and at 8:51 A.M., spontaneous vaginal delivery of 
a 6 lb., 11 oz. female infant was accomplished 
without anesthesia. Oxygen was administered 
during the delivery. The infant was stillborn, 
white and waxy in appearance. At 8:53 A.M., the 
placenta was delivered by early expression, and 
the appearance of the retroplacental clot indi- 
cated abruptio placentae. The placenta, studded 
with multiple areas of infarction, was abnormal. 
The membranes were tinged with a greenish 
color. The cervix was inspected after delivery of 
the placenta, and no lacerations were found. Im- 
mediately after delivery of the placenta, the 
patient’s bleeding was recorded as normal; how- 
ever, shortly after this, she started to bleed pro- 
fusely and clotting failed to occur. All appro- 
priate measures to treat shock and hemorrhage 
were taken. The patient received 2 u. of fibrino- 
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gen and 4 pt. of blood (typed and compatible by 
the Coombs’ technique). She was given levartere- 
nol bitartrate (Levophed®), hydrocortisone suc- 
cinate (Solu-Cortef®) and phenylephrine hydro- 
chloride (Neo-Synephrine®). 

Some initial improvement was shown when her 
blood pressure returned to 130/100 and she re- 
gained consciousness. She complained bitterly of 
severe back pain in the lumbar area. A catheterized 
urine specimen revealed specific gravity 1.020, 1 
to 3 white blood cells, 40 to 50 red blood cells and 
albumin 1+. She again became weaker and cy- 
anotic and developed cardiac arrhythmia. One 
mg. of lanatoside C was given intravenously 
but the patient died shortly afterward at 1:15 
P.M. The chest was opened and cardiac massage 
was performed unsuccessfully. Post-mortem blood, 
taken from both the mother and the infant, was 
available for study. Autopsies were performed on 
both the mother and the infant (Table 1). 


Screening Method 


While this case, regrettable as to its outcome, 
stimulates medical curiosity, there appears to be 
little to offer in a prophylactic way for such fu- 
ture cases. The newborns, however, are another 
matter. Obviously the first order of prophylaxis 
is awareness of the disorder. Early recognition of 
the blood loss is the cornerstone of salvage. At our 
hospital we have used a screening procedure for 
the past 18 months. Quite simply, this consists of 
routine hemoglobin checking of cord blood by the 
copper sulfate method. This gross checking is in- 
expensive from the standpoint of time and ma- 
terial. Each of our delivery packs has included a 
sterile tube for collection of cord blood which is 
then given to the circulating nurse. The blood is 
tested in two concentrations of copper sulfate 
(specific gravity 1.055 and specific gravity 1.053) 
for 14.5 and 13.5 hemoglobin Gm. per cent, re- 
spectively. We have observed that cord trauma, 
that is, milking, often causes false low results. 
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TABLE 1, 


Results of the Autopsies 


MATERNAL BLOOD (Post-mortem) 

Type O, Rh negative 
White blood cells—45,250 
Red blood cells—3,910,000 
Hemoglobin—74 per cent, 11 Gm. 
Hematocrit—34 vol. per cent 
Indirect Coombs’ test—negative 
(Rh—Rhe cells) 
Bilirubin 1.2 mg. (Direct) 

1.6 mg. (Indirect) 

2.8 mg. Total 
Fetal hemoglobin—3.5 Gm. per cent 
Numerous nucleated red blood cells noted on smear 


Maternal Serum Titrated Against: 
A Cells B Cells 
Late—very weak Strong 
Titer: 1:1 1:128 
(Natural anti-A 
absorbed by 
fetal A cells) 


Maternal Buffy Coat: 
Nucleated red blood cells’ - 
Erythrophagocytosis not seen 


BaBy’s BLoop: 

Group A—Rh negative 
Direct Coombs’ test—negative 
Indirect Coombs’ test—negative 
Witebsky-Rubin test—negative 
Hematocrit—very low (could not read accurately 
due to hemolysis) 

Feial Blood Smear: 
Rare spherocytes 
Nucleated red blood cells 
15 to 20/100 white blood cells 
Reticulocytes 0.5 per cent 

Conclusion: 
1. No hemolytic disease of the newborn 
2. Death due to anemia 


SIGNIFICANT FINDINGS OF AUTOPSY: 
1. The lungs were clear. No findings were suggestive 
of amniotic fluid emboli. 
2. The kidneys were moderately swollen in appear- 
ance. Microscopic examination revealed hemic casts 
in tubules. 


FINAL CONCLUSIONS: 
1. The patient, although she had afibrinogenemia, did 
not die of blood loss as evidenced by hematocrit and 
red blood cells of post-mortem blood. 
2. The amniotic fluid embolic phenomenon was not 
substantiated by careful microscopic examination of 
the lungs. 
3. Death occurred from incompatible transfusion 
(fetal type A, Rh negative) into maternal (type O, Rh 
negative) circulation. The foregoing studies clearly 
substantiate that this did occur and the clinical 
course and post-mortem findings confirm the mode of 
death. 


87 


| 
4 
1 
> 
- 
e 
r. 
i- 
er : 


Ante-Partum 

Fetal Hemorrhage— 
A Danger 

to Infant and Mother 


This is presumed due to traumatic hemolysis. 
The results otherwise have been satisfactorily ac- 
curate. We view with suspicion any hemoglobin 
below 14.5 Gm. per cent by this method and 
consider a level below 13.5 Gm. per cent an indi- 
cation for immediate confirmatory laboratory 
studies en infant capillary blood. 


RESULTS 


To date, we are relatively pleased with our 
screening method. Unfortunately, we do not have 
an accurate statistical analysis, but no less than 
eight cases of newborn anemia have been detect- 
ed early enough to be lifesaving. More significant 
is the encouraging fact that no neonatal death 
due to anemia has occurred since institution of 
this screening method. Of course, this method is 


not specific for transplacental hemorrhage but it 
will detect any case of newborn anemia, regard- 
less of cause, that is, erythroblastosis, ABO in- 
compatibility, fetal blood loss in patients with 
placenta praevia and abruptio placentae (par- 
tial). 

This test, we realize, has many imperfections 
and we are planning certain refinements. Op- 
timally every patient should have blood drawn 
during labor and again in the immediate post- 
partum period for fetal hemoglobin concentra- 
tion determination. In this way, a realistic appre- 
ciation of the scope of transplacental fetal hemor- 
rhage can be appreciated. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers 


Rheumatic Heart Disease 
in Children 


A SECOND JOINT REPORT from Great Britain and 
the United States on rheumatic heart disease in 
children indicates that neither cortisone nor 
salicylates has any lasting effect on the course 
of rheumatic carditis. 

The report emphasizes prevention and the use 
of throat examinations for hemolytic strepto- 
cocci, coupled with laboratory tests such as the 
sedimentation rate, C-reactive protein and anti- 
streptolysin reaction. 

The disease should be suspected in the child 
with sore throat, head cold (with or without otitis 
media), fever (with or without discomfort in the 
joints) or even indefinite malaise with apathy and 
loss of color. The burden is on the family doctor, 
and no single test is conclusive. The use of penicil- 
lin appears warranted when the diagnosis is rea- 
sonably suspect. It should be used particularly in 
areas of high incidence or in groups with in- 
creased susceptibility, such as in low-income 
families. 
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The Treatment of Psoriasis 


ASHTON L. WELSH, M.D. 
Cincinnati, Ohio 


Although psoriasis is incurable, 

it is manageable and can be held in check. 
Many forms of treatment, such as arsenic 
and corticosteroids, may be dangerous. 
Present methods of treatment are nonspecific 
but they are the best we have until the cause 
of this annoying disease is determined 

and specific measures are developed. 


TODAY, psoriasis is incurable, but it can be a very 
' manageable disease. Treatment must never be 
excessive or too energetic. 


Treatments to Be Avoided 
ARSENIC 


Arsenic has been used extensively in psoriasis, 
in some cases with temporary, or even permanent 
relief (although many patients receive no bene- 
fit). Usually administered during prolonged in- 
tervals, as Fowler’s solution, arsenic trioxide (in 
the so-called Asiatic capsule or pill) or sodium 
cacodylate—patients sometimes learn to rely 
upon this form of medication. They repeat it for 
various psoriatic exacerbations without their 
doctor’s knowledge. 

Arsenic intoxication and exfoliative dermatitis 
have followed therapy, as well as other sequelae, 
such as hyperpigmentation, keratoses and epi- 
theliomata (appearing as long as 20 to 25 years 
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later). Use of arsenic is a potentially dangerous 
measure. 


CORTICOSTEROIDS—-THE STEROID HORMONES 


Internal therapy with corticosteroids is contra- 
indicated in the treatment of most psoriatic pa- 
tients. Such therapy may produce temporary 
remission of psoriasis—but there is prompt recur- 
rence when dosage is reduced or discontinued. 
When psoriatic lesions recur, they are much more 
extensive and resistant to any known form of 
treatment. Corticosteroids, also, may incite gen- 
eralized erythroderma, followed by exfoliative 
dermatitis. 

Complete Exfoliative Psoriasis. One of the ex- 
ceptions when corticosteroids may be used as a 
temporary measure is the patient with complete 
exfoliative psoriasis. In such a patient, local and 
systemic consequences of complete exfoliation, 
together with incapacity, may warrant the cal- 
culated risk of the cautious use of corticosteroids 
until other, safer procedures can be started and 
tolerance established. (The patient with com- 
plete exfoliative psoriasis should be hospitalized, 
under the care of a dermatologist.) 

Marked Contact Dermatitis. Another exception 
is the patient who has a marked (not slight) 
contact dermatitis, resulting from sensitivity to 
topical therapy; for example, an extensive der- 
matitis from mercury, applied topically. Patients 
with this problem, in our opinion, should be given 
methylprednisolone sodium succinate (Solu-Med- 
rol®) rather than other steroids. Action is rapid; 
there are fewer side effects; medication will 
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usually control superimposed contact dermatitis 
in a few days, and withdrawal is not followed by 
a flare of psoriatic lesions. 

Psoriatic Arthropathy. The third exception 
concerns the use of corticosteroids for patients 
with psoriatic arthropathy. Arthritis may ap- 
pear before cutaneous lesions, although in most 
instances cutaneous lesions precede arthritis. Not- 
withstanding the relationship between psoriatic 
arthritis (occurring in about 12 per cent of 
psoriatic patients), and rheumatoid arthritis, 
some investigators believe that the two forms of 
arthritis are of a different nature; and other 
investigators believe that arthritis occurs only in 
psoriatic patients whose nails are affected. Psor- 
iatic arthropathy improves, exacerbates con- 
comitantly with cutaneous lesions and responds 
to therapy with the Goeckerman routine (which 
is described later) and with systemically-admin- 
istered corticosteroids. 

Topical steroid preparations have no effect on 
ordinary plaques of psoriasis. They are valuable 
only in the treatment of intertriginous lesions, 
lesions previously irritated by physical or chemi- 
cal means, and in patients with combined psoria- 
sis and neurodermatitis. 


SODIUM AMINOPTEROYLGLUTAMATE 


Sodium aminopteroylglutamate (Aminopterin 
Sodium®), is a folic acid antagonist, which in- 
hibits the development of epithelial cells. Serious 
and fatal blood dyscrasias and other dangerous 
side effects may occur after ingestion of small 


amounts of the drug. It should not be used in the 
treatment of psoriasis. 

The nitrogen mustards, also, have no applica- 
tion in the treatment of psoriatic disease. 

All cytotoxic and radiomimetic agents are 
potentially dangerous medications, and they 
should not be used for treating psoriasis. 


X-RAY AND GRENZ-RAY THERAPY 


X-ray therapy may seem to be temporarily 
useful and rapidly effective, but it should not be 
used for treatment of psoriatic lesions, except in 
certain special situations, such as one or two 
rupial, heavily indurated plaques. Even then, 
x-ray should be used with caution and only by 
an expert in the field of superficial x-ray therapy. 
Only a few treatments should be given—just 
enough to control pruritus and start lesion 
resolution. Then, therapy should be completed 
with safer measures. 

Once a patient has learned that x-ray will help 
to resolve a psoriatic lesion (temporarily) he 
will often go from doctor to doctor seeking fur- 
ther x-ray treatment for each recurrence. The 
patient fails to tell that he has had previous x-ray 
therapy. In such manner, he will eventually get 
more x-ray than he can tolerate, and he may 
develop serious actinic dermatitis or carcinoma 
as a consequence. 

X-ray therapy, improperly administered and 
unwisely prescribed, may incite that grave form 
of psoriatic disease, generalized erythroderma, 
followed by exfoliative dermatitis. 
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Grenz-ray has evanescent action, almost as 
effective as that of roentgen-ray therapy, except 
for the treatment of thickened and heavily scaling 
plaques. There may be less risk, but grenz-ray 
therapy must be cautious and must be adminis- 
tered only by those expert in its use. 


Ineffectual Forms of Therapy 
ANTI-INFECTIVE AGENTS 


In selected cases, antibiotics, sulfonamides and 
serobacterin infections have reportedly been 
effective, but no controlled studies have been 
made. The concept of bacterial-allergic chain 
reaction due to a bacteremia of the B. endo- 


vaccine (as advocated by Benedek) lacks verifica- 
tion. 

Iodides have been recommended because they 
act on tissue inflammatory processes, but, in our 
experience, iodides have been ineffectual. 

Promiscuous use of anti-infective agents (and 
particularly sulfonamides to produce photo- 
sensitivity, and thereby enhance topical applica- 
tions of tar) is dangerous. 

Intramuscular injections of gamma globulin, 
given on the unproven theory that the patient’s 
level of antibodies influences psoriasis, have 
induced no improvement in psoriatic lesions. 


RIBOFLAVIN 


Some investigators have reported that ribo- 
flavin is beneficial when given parenterally. How- 
ever, we have observed no favorable response by 
psoriatic patients when massive doses of ribo- 
flavin were given orally and parenterally during 
prolonged treatment periods. 


Therapy Requiring Extreme Caution 
MERCURY 


Mercury (in ammoniated or colloidal forms, 
alone, or combined with salicylic acid) is effective 
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parasiticus Benedek, and treatment with specific . 


for topical therapy in certain patients with 
psoriasis. Through prolonged use, however, a 
number of patients develop sensitivity to mer- 
cury. Encountered in daily practice, also, are 
patients who have become sensitive from previ- 
ous exposure and who will react when mercurial 
application is repeated. 

Mercury should never be used during pro- 
longed intervals for treatment of extensive erup- 
tions, because absorption, sufficient for renal 
damage, is frequent. Mercury should never be 
used in patients with acute psoriatic lesions; with 
irritation of psoriatic lesions, or adjacent skin 
(produced by previous topical therapy); or, in 
patients with a history or clinical evidence of 
kidney pathology. 


CHRYSAROBIN AND DIHYDROXYANTHRANOL 


Chrysarobin and dihydroxyanthranol (An- 
thralin®) should be used with the same pre- 
cautions as mercury for topical therapy of psor- 
iasis. Both compounds are more nephrotoxic and 
more likely to sensitize (than mercury), and 
both compounds stain badly. Chrysarobin should 
not be used on the scalp, and the drug must 
be kept away from the eyes. Conjunctivitis is 
not a usual side effect of therapy with dihydroxy- 
anthranol, but it is recommended that a pre- 
liminary test for sensitivity be performed on a 
small area of the skin before application is made 
to the head and face. Dihydroxyanthranol may 
be applied in the form of ointment, starting with 
0.1 per cent concentration and gradually in- 
creasing in concentration, up to 1 per cent. 


Recommended Treatment 


LIPOTROPIC FACTORS AND HYPOCHOLESTEREMIC 
AGENTS 


For a number of years, metabolic disturbances 
have been considered to be causative factors of 
psoriatic disease. Gruetz and Buerger found high 
levels of cholesterol and other lipids in psoriatic 
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The Treatment 
of Psoriasis 


patients. They obtained good results when pa- 
tients adhered to diets restricted in fats, and 
concluded that psoriasis is caused by disturb- 
ance of the metabolism of fat—is a “lipoidosis.”’ 
Madden also observed favorable response by 
psoriatic patients to low-fat diets. 

Recent studies have demonstrated the general 
hypocholesteremic advantage of diets, not simply 
low in fats, but low in fats of animal origin. 
Lipotropic factors (such as lipocaic, soybean 
lecithin, sarsaparilla, phospholipids and inositol), 
pancreatic extracts and hypocholesteremic 
agents, such as unsaturated fatty acids and mas- 
sive dosages of nicotinic acid have been studied, 
but the results have been disappointing. 

Our own experience confirms that of other in- 
vestigators: (1) Cholesterol and total lipid 
levels are elevated in about one-fourth of pso- 
riatic patients; (2) Therapy with various hypo- 
cholesteremic agents will reduce those levels to 
normal limits, as long as therapy is continued. 
We (and other investigators) have been unable 
to establish, however, any correlation between 
the status of psoriatic lesions and hypocholes- 
teremic effect. Upon withdrawal of hypocholes- 
teremic agents, cholesterol and lipid levels tend 
to reassume pretreatment proportions. 

In our experience, psoriatic patients respond 
favorably to diets low in fats of animal origin. 
We consider it reasonable to include in the treat- 
ment programs of patients having elevated 
cholesterol and total lipid levels, hypocholester- 
emic agents for maintenance of those levels 
within normal limits. 

VITAMINS 


No one vitamin seems to solve the problem of 
psoriasis. Beneficial results have been reported 
after the administration of factors of the vita- 
min-B complex, vitamin A and carotene, as well 
as of restriction of vitamin A and carotene in- 
take, of massive doses of vitamin D as well as 
abandonment of such therapy. 


We have obtained some favorable response in 
psoriatic patients to a vitamin-mixture, dietary 
supplement known as Darthronol®. 

Each capsule contains: 

Vitamin D (irradiated 


ergosterol).......... 50,000 U.S.P. units 
ee 5,000 U.S.P. units 
Niacinamide.............. 15.0 mg. 
Calcium pantothenate....... 1.0 mg. 
Mixed tocopherols 


It is important that calcium levels be watched 
during therapy and that medication be with- 
drawn promptly when such levels become ele- 
vated. Mechanism of action is, to us, obscure. 


NEUROGENIC AGENTS 


There is little evidence to support the theory 
that a functional or organic disturbance of any 
part of the nervous system is etiologic in psoriatic 
disease. When neurogenic factors have been im- 
plicated, they have been deemed exacerbative 
rather than causative. Our present tranquilizing 
era has resulted in a number of studies (most of 
them uncontrolled) of respense by psoriatic 
patients to various tranquilizing drugs. 

We havenoted response by psoriatic patients to: 

Phenothiazines 

Chlorpromazine hydrochloride(Thorazine®); 
trimeprazine (Temaril®); perphenazine 
(Trilafon®) 

Rauwolfia, alkaloids and fractions 

Powdered whole root of Rauwolfia serpen- 
tina Benth (Raudixin®); reserpine (Serpa- 
sil®) 

Substituted propanediols 

Meprobamate (Miltown® or Equanil®) 

Oxanamide (Quiactin®) 
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Our conclusion is that oxanamide produces 
fewer side effects than any of the other tran- 
quilizing drugs. 

We believe that it is unreasonable to use the 
potent tranquilizers which are associated with se- 
vere side effects and toxic reactions for control of 
simple anxiety states and tension factors in 
psoriatic patients. 

On the other hand, we consider it reasonable to 
give oxanamide to those psoriatic patients who 
have anxiety and tension states—not with the idea 
of obtaining antipsoriatic action from oxanamide, 
but rather, by controlling anxiety and tension 
factors, to improve the patients’ general well-be- 
ing and optimistic outlook, to increase cooperation 
and thereby secure greater ease of management. 


A MODIFIED GOECKERMAN METHOD OF TREATMENT 


The modification of the Goeckerman method 
of treatment which we use is best carried out 
under hospital conditions. An ointment contain- 
ing 2 per cent crude coal tar is applied (1% in., 
about 3 mm. thick) over the entire body, cover- 
ing both normal and affected areas, except the 
face and scalp, pubic area and axillas (unless 
psoriatic lesions exist in the latter two sites). The 
formula for the ointment is: 


2% 
Pulverized Zinc Oxide ........... 2% 
Cornstarch, and 

White Petrolatum............... aa. 


(Certain details about the preparation are 
important. The crude coal tar is mixed with 
the pulverized zine oxide and the cornstarch is 
mixed with the white petrolatum. The two pastes 
are then worked together very carefully in order 
that separation of the tar may be prevented.) 


The ointment is left on the patches until the next 
day; then the technician (who operates the air- 
cooled mercury-vapor type of ultraviolet light) 
can treat the patient. The excess ointment is then 
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removed by wiping the area with washed gauze 
saturated with olive oil. A thin film, enough to 
look like a faint brown stain, is allowed to remain. 

The entire body is exposed to ultraviolet light 
in appropriate fields. The first treatment (with a 
well-functioning lamp) lasts for one minute at 30 
in. distance for each field. This is increased as 
rapidly as each patient’s tolerance will permit. 
Additional exposure may be given to thickened 
plaques by shielding around them with thick, 
wet, brown wrapping paper. (Psoriatic plaques 
will tolerate more ultraviolet light than will un- 
affected portions of the skin.) This procedure 
speeds response of such plaques. The patient 
takes a soap and water bath and is given about 
two hours of rest (without ointment). 

The ointment is reapplied and left on until the 
next day, being touched up on any areas where 
it has rubbed off (at bedtime). The same proce- 
dure is repeated daily. The dose of ultraviolet 
light should always be aimed at producing tan- 
ning and not erythema. The trained technician 
can accomplish this. Concomitantly with the 
foregoing, autoserum, 20 cc., is given intramus- 
cularly every other day. All forms of psoriasis 
will respond to this procedure in three or four 
weeks’ time. 

Modification of this method may be carried out 
(with minor changes) in ambulatory patients, 
permitting them to continue their ordinary daily 
routines at work or at home. 


FURTHER MODIFICATION OF GOECKERMAN METHOD 


In industrial medicine and animal experi- 
ments, coal tar is known to cause epidermal pro- 
liferation, yet in dermatologic practice, coal tar 
may be used to reduce hyperkeratotic, acanthotic 
and parakeratotic processes. Coal tar may exert 
effects which are soothing, antipruritic, anti- 
eczematic, keratoplastic, mildly antiseptic or 
stimulating. It constitutes a valuable therapeutic 
weapon, but a two-edged sword which must be 
used with skill to avoid harm. 
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The Treatment 
of Psoriasis 


There is an old story about a dermatologist 
who was once asked what medications he would 
select if he were limited to two or three and 
were on a desert island with one patient. His re- 
ply was, “I would select coal tar.” If I were asked 
that question today, I think I would qualify it 
like this, “I would select, certain kinds of coal 
tar.” 

I would select coal tar in the following forms: 

Ointment. In ointment form—in water-wash- 
able base. The ointment must not impede exuda- 
tion, sweating and evaporation from cutaneous 
surfaces because when that happens, folliculitis 
promptly develops. It must not stain linens and 
clothing—permanently. It must disappear into 
the skin, thus permitting maximum therapeutic 
utilization of active ingredients, yet any excess 
must be easily removable. The ointment must be 
available plain, combined with hydrocortisone 
(for use when inflammation and pruritus are se- 
vere) and combined with hydrocortisone plus a 
suitable antibacterial agent (for use when inflam- 
mation, pruritus and infectious elements are 
present). 

Such ointments that we have used are Tar- 
bonis®, Tarcortin® and Neo-Tarcortin®. Sev- 
eral similar preparations are available. 

Lotion. In lotion form—in water-washable 
base, for use on all areas including those covered 
by hair (without impeding exudation, sweating 
and evaporation; without permanently staining 
linens and clothing, readily absorbed, and yet 
easily removed), preferably combined with allan- 
toin, a urea derivative which stimulates granula- 
tion and epithelization, and which, through a 
process of cell proliferation, accelerates regenera- 
tion of normal epithelium. According to a recent 
report by Flesch, allantoin activity includes 
keratin-dispersing action, whereby a certain pro- 
tein fraction of keratinized epithelium is dis- 
solved. 

This lotion is available as Alphosyl®, plain 
and combined with hydrocortisone (as Alphosyl- 
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HC®). The latter lotion is particularly useful 
when intertriginous areas are affected and when 
inflammation and pruritus are complicating 
factors. 

For office patients these tar ointments and 
lotions may be used together with the administra- 
tion of an ultraviolet light to provide what con- 
stitutes, actually, a further (advantageous) modi- 
fication of the Goeckerman method of treatment. 
These tars are acceptable cosmetically; they are 
pleasant to use; they do not leave permanent 
stains; they have enhanced powers of penetra- 
tion; in our experience, they have not produced 
photosensitivity, and they may be used on areas 
which are covered by hair, as well as on the 
glabrous skin. 

Incidentally, one of our recent studies was 
made on the treatment of 214 patients, manifest- 


‘ing chronic psoriatic processes, using therapeutic 


regimens, which included: Alphosyl, as the only 
topical medication; internal and actinic therapy 
as warranted. A little less than half of these pa- 
tients (47 per cent) cleared completely. A little 
less than half (42 per cent) are more than 75 per 
cent clear, and are continuing treatment. The 
rest of the patients showed improvement, rated 
between 50 per cent and 74 per cent. In other 
words, every patient manifested some favorable 
response. 

(Incidentally, too, we have found Alphosy] and 
Alphosyl-HC lotions to be very effective topical 
agents for treatment of seborrheic dermatitis, 
chronic neurodermatitis, chronic atopic dermati- 
tis, chronic contact dermatitis and chronic infec- 
tious eczematoid dermatitis. ) 


NAIL THERAPY 


When psoriasis involves the nails, there is, fre- 
quently, invasion by pathogenic dermatophytes, 
as well as by nonpathogenic organisms. When 
pathogenic fungi (or yeasts) can be demonstrated 
by culture, specific therapy for these secondary 
infections should be started. 
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GENERAL MEASURES 


When psoriatic lesions are irritated by me- 
chanical means, patients should be given in- 
structions in regard to the proper protective 
measures which they should take. If lesions af- 
fect the feet, then well-fitted, perhaps arch- 
supported shoes, are indicated. If lesions affect 
the hands (and if the patients play golf, are 
housewives or incur frequent trauma during oc- 
cupation), well-fitted gloves should be recom- 
mended (and worn). 

It is important that the nature of psoriatic 


disease be explained to patients. They should be 
relieved of worry about possible contagion (af- 
fecting family and friends with psoriatic lesions), 
as well as about association, necessarily, of 
psoriatic lesions with malignancy. 

The foregoing is a brief review of some of the 
therapeutic approaches for treating psoriasis. All 
of these approaches are nonspecific—but they 
are the best we have until specific measures be- 
come available and etiology is understood. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Prophylactic Vitamin K in the Newborn Infant 


THE CLINICAL value of vitamin K in preventing 
neonatal hemorrhagic states still remains a mat- 
ter of dispute. It has been demonstrated that 
large doses can cause hemolytic anemia, and an 
increased incidency of kernicterus prompted 
some authorities to suggest that its use as a 
routine prophylactic measure be discontinued. 
Vietti and his colleagues have studied the need 
for routine administration of vitamin K to new- 
born infants. During a three-month period, 
vitamin K was given to one-half of the male 
infants on arrival in the hospital nursery, and 
the incidence of secondary hemorrhage after cir- 
cumcision noted. The incidence of postcircum- 
cisional bleeding in babies with and without 
vitamin K is shown in the diagram at the right. 
Hemorrhage was found to be six times more fre- 
quent in babies who did not receive vitamin K. 
In another study, one of 22 babies who had 
received vitamin K showed moderate prolonga- 
tion of the prothrombin time, whereas 10 babies 
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of 24 who had not received vitamin K showed 
moderate to noticeable prolongation of the pro- 
thrombin times. This study has prompted these 
authors to resume the prophylactic use of 
vitamin K in all newborn infants. 


Postcircumcisional bleeding 
No postcir bleaci 9 


40 80 120 160 200 240 
Number of patients 


The incidence of postcit isional bleeding in babies with 
and without vitamin K. 


95 


| 
) 


Transplantation in the Soviet Union 


ELI A. FRIEDMAN, M.D. 


Department of Medicine 
Harvard Medical School and Peter Bent Brigham Hospital 
Boston, Massachusetts 


LAST YEAR’S AWARD of the Nobel Prize in Medi- 
cine to two basic researchers, Peter B. Medawar 
of London and Sir Frank M. Burnet of Mel- 
bourne, on widely separated continents under- 
scores the growing interest in advances pertinent 
to transplantation immunology. The emergence 
of the Soviet Union as both a nuclear power and 
a space age competitor heightened interest in the 
status of studies in organ transplantation there. 
An accelerated program of exchange scientific 
visits, both officially as well as privately spon- 
sored, is gradually enabling the American phy- 
sician to assess the proximity of the homograft 
era in the two countries. 

During his brief stay, the invited guest ob- 
serves primarily only what his hosts wish to dis- 
play. Requested deviations from predetermined 
itineraries are met with suspicion and are cum- 
bersome to arrange. Conversations with our med- 
ical colleagues on the other side of the Iron Cur- 
tain were at first restrained, then cordial, though 
always informative. Excluding the atmosphere 
engendered by the current precarious political 
balance, data gathering is still an arduous chore 
because of the many simultaneous projects in 
progress at widely placed institutes. 

These observations are based essentially on 
several visits to the Moscow Sklifosovsky Insti- 
tute, a moderate-sized research hospital for acute 
and experimental surgery. Coupled with facilities 
for the more common surgical emergencies are 
several laboratories for the evaluation of new 
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apparatus and techniques. The director of the 
institute, Dr. Michael A. Tarasov, is well known 
for his extension and successful application of 
cadaveric blood transfusions to human surgery. 
Indeed, since Vladimir N. Shamov first presented 
his method for cadaveric blood collection and ad- 
ministration in dogs in 1928, the practice has 
grown to the extent that 30 per cent of all blood 
transfusions in Moscow utilize cadaveric blood. 
More than 30,000 transfusions of cadaveric blood 
have been performed at the Sklifosovsky Insti- 
tute alone, with no greater hazard than found in 
the use of fresh blood. Routine cultures, examina- 
tion for malarial parasites and necropsy reports 
are reviewed before transfusion. Particularly in 
the advent of catastrophe resulting in large num- 
bers of casualties, this practical source of colloid 
replacement seems applicable. 

One of the new appointees to the Sklifosovsky 
Institute is Dr. Vladimir Demikhov. Dr. Demi- 
khov, an intense, electric individual, first 
achieved functioning, large organ transplants in 
the Soviet Union. Since his report last year 
of a 30-day survival of a two-headed dog, this 
intrepid surgeon has worked continuously to suc- 
cessfully transplant a functioning heart. He has 
devised 29 different operative approaches toward 
this end. The most promising involves combined 
transplantation of a heart-lung preparation leav- 
ing the recipient’s heart in situ. Figure 1 repre- 
sents a precordial electrocardiographic lead from 
a dog with two hearts 18 days after surgery. In 
this instance, one heart supplies blood to the 
upper extremities and the head, while the other 
heart perfuses the abdominal viscera and lower 
extremities. 

As might be predicted, both the engrafted head 
and heart cease to function in Jess than a month. 
Stained sections of the longest survivals demon- 
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FIGURE 1. Separate QRS complexes from the two hearts can 
be discerned. 


strate a classical rejection pattern. However, the 
time of rejection is prolonged when compared 
with control canine skin homografts which are 
sloughed in eight to 14 days. Dr. Demikhov be- 
lieves that the prolonged survival of these large 
organ grafts is an example of a partial ‘“immuno- 
paralytic process.” The very large dose of antigen 
in direct vascular contact with the host’s anti- 
body manufacturing center is thought to over- 
whelm the host’s ability to respond. Precedent 
for this concept exists in the studies of Terasaki 
and colleagues and Zotikov and his coworkers. 
These workers found that very large skin homo- 
grafts in the chicken and rat would have relative- 
ly slow rejection times as compared with the more 
frequently studied small-sized graft. This correla- 
tion of antigenic size and rate might explain the 
surgeon’s observation that severely burned pa- 
tients receiving large surface skin grafts sluggish- 
ly reject these grafts over a period of several 
weeks as compared with a rejection time of seven 
to 14 days for control small-sized grafts. 

Preparation for the day when large organ grafts 
are feasible immunologically, and spare parts 
banks a reality, is actively in progress in Russia. 
Dr. Anastasy G. Lapchinsky heads up a team of 
researchers concerned with organ perfusion and 
preservation. He has prepared an ingenious modi- 
fication of a simple refrigerator which is able to 
cold perfuse isolated limbs and kidneys for pe- 
riods up to 25 hours. At this writing, he has sev- 
eral animals surviving autotransplantation of a 
perfused kidney three years after perfusion. He 
has also traumatically amputated a dog’s hind 
limb and restored full function including pain 
sensibility for periods of over four years after limb 
perfusion. It should be stressed that these trans- 
plants were all autotransplants, the problem of 
rejection being equally formidable to the Rus- 
Sians. 

No instance of either human kidney or limb 
auto- or homotransplantation is known to have 
been performed in the Soviet Union, though ex- 
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perimental protocols for such procedures have 
been prepared. 

The experiments discussed previously were car- 
ried out despite a great shortage of even the most 
simple laboratory supplies. For example, Dr. 
Demikhov and his consulting pathologist have 
but one monocular microscope to share with their 
assistants. In addition, their expressed desire for a 
direct writing electrocardiograph has as yet to be 
fulfilled. 

Above the research laboratories, the:American 
physician would find much that is familiar on the 
clinical floors. The patient’s chart has the stand- 
ard division for clinical progress notes and labora- 
tory data. A cheerful airy arrangement of the six- 
bed ward rooms is attained by the careful use of 
colorful flower displays. A plentiful nursing staff 
in neatly starched blue and white uniforms rapid- 
ly ministers to the patient’s every need. There is 
a greater emphasis on clinical diagnosis as op- 


_ posed to batteries of lab tests. Though available, 


serum electrophoresis and some of the newer 
determinations such as serum oxalo-acetic glu- 
tamic acid transaminase are infrequently ordered 
because of limited clinical laboratory facilities. 

The professor-student relationship is similar to, 
though far more formal, than that practiced in 
the United States. 

In summary, the scientific visitor able to 
stoically withstand numerous bureaucratic de- 
lays will find with pleasure that his professional 
counterparts are gracious hosts eager to learn of 
his interests, political and social. In turn, after 
overcoming a cold war-spawned reluctance to re- 
count their data, Russian transpiantologists de- 
light in challenging discourse as do researchers 
in other parts of the world. Although a Soviet 
cosmonaut has returned from orbit, sputniks 
spin constantly overhead and luniks probe far 
beyond the Van Allen belts, one senses that this 
mighty nation has achieved these goals at con- 
siderable expense to other branches of science, 
particularly medicine. 
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Atelectasis 


SOL KATZ, M.D. 
Associate Medical Editor, GP 


ALTHOUGH ATELECTASIS literally means imper- 
fect or incomplete expansion of the lung, usage 
has broadened its scope. Now, it includes collapse 
of the lung by pressure from without as from 
pleural fluid or pneumothorax (compression or 
extrinsic atelectasis), and obstructive atelectasis 
in which the lung becomes airless as a result of 
bronchial obstruction. 

Fetal atelectasis of the newborn is an example 
of adynamic atelectasis in which all or part of the 
lung fails to expand because of failure of chest 
wall and diaphragmatic activity. Adynamic 
atelectasis also may be seen in neuromuscular 
disorders such as poliomyelitis and myasthenia 
gravis. 

External pressure on the lung causes expulsion 
of the contained air. This results in collapse. 

Restrictive atelectasis occurs when there is: 
(1) incomplete expansion of the lung due to me- 
chanical restriction by a thick peel over the 
lung surface, (2) inelastic tissue within the lung 
fixing the volume of the lung and interfering 
with its expansion and (3) collapse of the chest 
wall as in thoracoplasty and multiple rib frac- 
tures which render the chest wall rigid and in- 
capable of expansion. 

The most important type of atelectasis, ob- 
structive or intrinsic, is due to bronchial occlu- 
sion. The consequences of bronchial obstruction 
are related to interference with ventilation and 
bronchial drainage. 

The normal mucosal glands of the tracheo- 
bronchial tree secrete a thin mucoid substance 
which helps keep the bronchi clean and prevents 
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FIGURE 1A. Massive atelectasis of the right lung in a patient 
with traumatic fractures of the ribs. The right lung is opaque 
and the heart and trachea are displaced to the right. 


FIGURE 1B. Same case as shown in Figure 1A after trache- 
ostomy. There has been re-expansion of the lung. The multiple 
fractures are seen readily. 


the drying effect of air. The normal cleansing 
ability of the tracheobronchial tree depends upon 
cough, bronchial movements and ciliary action. 
These factors provide efficient protection against 
the ill effects from retention of secretions and 
inhalation of particulate matter. In situations 
associated with loss of these protective pulmonary 
reflexes, bronchial obstruction is likely to occur. 

Certain conditions may prevail because of 
trauma. In preoperative, operative and postop- 
erative periods, these conditions are responsible 
for excessive normal or abnormal secretions and 
their retention. Two important events responsi- 
ble for bronchial obstruction during anesthesia 
and after surgery are: (1) aspiration of infected 
material from the oropharynx or from about the 
teeth in the presence of gingivodental disease or 
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FIGURE 2A. Atelectasis of the left lung in a patient with im- 
po .ed ventilation due to poliomyelitis. 


FIGURE 2B. Same patient as seen in Figure 2A demonstrating 
noticeable clearing after bronchoscopy. 


(2) vomiting and aspiration of gastric contents. 

Patients with chronic bronchitis, whether or 
not secondary to smoking, produce an excessive 
amount of secretions and are more susceptible to 
postoperative atelectasis. 

Suppression or abolition of the cough reflex is 
the most important condition responsible for 
atelectasis. This may be a consequence of heavy 
preoperative and postoperative narcotics which 
depress the cough response. Deep and prolonged 
anesthesia is an event often associated with re- 
tained secretions. Ineffective coughing may re- 
sult from pain due to trauma or postoperative 
pain. Neuromuscular disorders may be accom- 
panied by atelectasis because of impaired ven- 
tilatory and cough efforts. 

The roentgenogram of the chest may reveal: 
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(1) the lesion causing the bronchial obstruction 
such as bronchial or mediastinal tumor and 
opaque foreign body or (2) merely the effects of 
bronchial obstruction on aeration and retained 
secretions or (3) complications such as pulmo- 
nary or pleural infection. When the whole lung is 
collapsed, the entire hemithorax is opaque, 
diminished in volume with displacement of the 
mediastinal structures toward the affected side. 
The intercostal spaces may be narrowed and the 
ipsilateral diaphragm elevated. 

When only a lobe or portion of a lobe is atelec- 
tatic, the affected portion is dense and the rest 
of the lung is overdistended. This compensates 
for the diminished volume of the affected lobe so 
that there may be little or no narrowing of the 
intercostal spaces or mediastinal shift or dia- 
phragmatic elevation. The presence of infection 
may modify the roentgen appearance of the ate- 
lectatic area producing fluffy zones of increased 
density and cavitation. 


‘ 
FIGURE 3. Atelectasis of the right middle lobe due to obstruction 


of the middle lobe bronchus by enlarged tuberculous lymph 
nodes. 
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Each year members of a different well-known medical faculty 


prepare articles for this regular GP department. 
This is the first of twelve from Tufts University. 


AMESSAGE FROM THE DEAN 


TurFrts UNIVERSITY School of Medicine was established 
in 1893 as a component of Tufts College. The college, 
incorporated in 1852, became a university in 1955. 
Both the School of Medicine and School of Dental 
Medicine are located in downtown Boston. The other 
colleges and schools of the university are on the Med- 
ford campus, five miles away. 

The first class, 28 students, occupied two floors of 
a building on Boylston Street. Since then, the school 
has moved three times—each time to larger and bet- 
ter quarters. The school moved to its present location 
in 1950, and becamea unit of the New England Medical 
Center. The basic science departments, library and 
administrative offices, as well us the clinics of the 
School of Dental Medicine, are now in an eight-story 
building. Because the expanding research programs 
and graduate school teaching made the research lab- 
oratory space inadequate, the trustees, in 1960, 
purchased the eight-story building adjacent to the 


medical school. This will more than double the area - 


available for research laboratories. 

The present enrollment is about 425. Most stu- 
dents come from the New England states, although 
there are no geographic restrictions. At present, 21 
states and 82 colleges are represented in the student 
body. A residence hall, Posner Hall, accommodating 
283 medical and dental students and 75 hospital 
house officers, is half a block from the medical school. 


Clinical teaching is centered in the Tufts-New 
England Medical Center. This group of medical in- 
stitutions was formed in 1939 by the affiliation of the 
Boston Dispensary, founded in 1796, and its new 
Rehabilitation Institute, the Boston Floating Hos- 
pital, plus the New England Center Hospital and the 
Tufts University School of Medicine. The Boston 
Floating Hospital was originally a side-wheel steamer 
on which children were given a day’s outing in Boston 
Harbor. Since 1931, it has been a modern pediatric 
hospital of 75 beds. The New England Center Hos- 
pital has 216 beds and extensive research labora- 
tories in the Ziskind Research Laboratory. Clinical 
clerkships are also provided at the Boston City Hos- 
pital where facilities are shared with Boston Univer- 
sity and Harvard, the Boston VA Hospital, shared 
with Boston University, and at St. Elizabeth’s 
Hospital, the Carney Hospital, Beth Israel Hospital 
and the Lemuel Shattuck Hospital. More than 1,000 
beds are available for general medical and surgical 
clerkships. Also, special clerkships in psychiatry and 
obstetrics are provided in special hospitals. 

One of the unique programs is that in the Depart- 
ment of Preventive Medicine. During the fourth 
year, each student spends two months in this de- 
partment at the Boston Dispensary. Under super- 
vision, he visits patients in their homes and follows 
them in visits to the dispensary clinics, the Rehabili- 
tation Institute and, when necessary, into the hospi- 
tals. This is designed to provide an understanding of 
the problems, satisfactions and techniques of general 
practice. It lets the student view each patient as a 
person-—not a disease. Another unusual feature in 
the teaching program is that there are no whole class 
lectures in medicine, surgery and pediatrics. Instead, 
groups of eight to 12 students attend seminars. 

Research is as important as teaching and patient 
care at Tufts. The current research budget of the 
school and clinical faculty in the hospitals is in excess 
of a million dollars a year. Achievements of faculty 
and staff have brought national recognition to the 
faculty and Tufts University School of Medicine. 

We hope that the readers of GP will find the articles 
during the next year both interesting and valuable. 


J. M. Hayman, JR.,.m.p. 
Dean, Tufts University School.of Medicine 
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The Use of Steroid Hormones 


Practical Therapeutics 


‘in the Management of Hematologic Disorders 


W. C. MOLONEY, ™.p., S. DAVIS, M.D. AND R. D. HIEBER, M.D. 


Department of Hematology 


Tufts University School of Medicine and Boston City Hospital 


Boston, Massachusetts 


STEROID HORMONES are useful in the field of 
hematology. The exact mechanisms of action are 
unknown, yet there is evidence that these com- 
pounds may: (1) destroy lymphatic cells, (2) 
inhibit hemolysis, (3) stimulate myeloid and 
erythroid activity, (4) strengthen capillary walls 
and (5) exert fundamental influences on the 
blood-forming organs. 

The limiting factors in corticosteroid therapy 
are side effects and complications which usually 
require reducing the dosage or omitting the drug. 
The development of newer compounds may per- 
mit higher and more prolonged dosage. Also, 
synthesis of more specifically acting agents may 
enhance the role of these hormones in managing 
hematologic disorders. 


Methods and Materials 


During a four-year period, 230 patients with 
various blood disorders (Table 1) were treated 
with cortisone, prednisone (Meticorten®, Scher- 
ing), prednisolone (Meticortelone®, Schering), 
triamcinolone (Kenacort® and Kenacort 
Forte®, Squibb) and dexamethasone (Deronil®, 
Schering). The compounds were given orally in 
daily doses of 200 to 400 mg. of cortisone, 60 to 
100 mg. of prednisone or prednisolone, 40 to 60 
mg. of triamcinolone and 10 mg. of dexametha- 
sone. They were used for periods of weeks to 
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many months. (Prednisone and prednisolone 
were supplied in special 50 mg. tablets; dexa- 
methasone was supplied in special 10 mg. tab- 
lets.) Usual biochemical, hematologic and clinical 
data were obtained and when indicated, platelet 
and reticulocyte counts, tests for autoimmune 
antibodies and other special procedures were 
performed. 


Results 


ACUTE LEUKEMIA 


The only patients included in our evaluation 
were those adequately treated for at least one 
week. There were 83 patients with acute leukemia 
(14 children and 69 adults). Since the response to 
therapy differs greatly according to age groups, 
children and adults are considered separately. 
There is also a difference in response caused by 
cell type which is illustrated by the fact that in 10 
adults with acute lymphatic leukemia, five re- 
sponded with prolonged and excellent remissions 
and three had partial remission. The improve- 
ment was noticeable in these patients; blast cells 
disappeared from the blood, and anemia and 
bleeding stopped. If there was a relapse or an un- 
favorable response, 6-mercaptopurine was added 
to the regimen. However, the drug was usually 
ineffective in adults. 

In the remaining 59 adults, there were 25 acute 


101 


The Use of Steroid Hormones 
in the Management 
of Hematologic Disorders 


myelogenous, 20 acute monocytic and 14 stem or 
blast-cell leukemias. Corticosteroids were used 
mostly for controlling hemorrhagic diasthesis 
and anemia, but there were no beneficial effects 
on the leukemic process per se in these patients. 
Even though capillary fragility improved in some 
patients, more often the anemia and hemorrhage 
continued unabated. However, with combined 
corticosteroid and 6-mercaptopurine therapy, 
there was partial remission in four patients and 
excellent remission, both clinically and hemat- 
ologically, in two patients with acute myelog- 
enous leukemia. In the latter two patients, the 
excellent remission lasted eight and 12 months 
respectively before relapse and death. 

One of the enigmatic features of acute leukemia 
is the noticeable response to therapy in children 
compared to adults. This difference in response 
may be concerned with cell type since many in- 
vestigators believe that childhood leukemia is 
usually of the acute lymphatic lymphocytic type. 
In our experience, acute leukemia was by far the 
most responsive to therapy, even in adults. Of 


TABLE 1. 
Hematologic Disorders Treated 
with Steroid Hormones 
Disorder Cases 
24 
Aplastic and hypoplastic anemia............... 16 
Acquired hemolytic anemia.................... 7 
Idiopathic thrombocytopenic purpura........... 41 
Total 230 
102 


the 14 children in our study, eight were of the 
lymphatic variety and six of these patients had 
good to excellent remission. In the four cases of 
acute myelogenous leukemia, two children had 
remissions of nearly a year with combined corti- 
costeroid and antimetabolite therapy. Two chil- 
dren with acute myelogenous and two with 
acute monocytic leukemia did not respond to 
any form of therapy. 


CHRONIC LEUKEMIA 


Ordinarily, steroid hormones are not used in 
treating chronic leukemia. However, in our study, 
30 patients with chronic lymphatic and eight 
with chronic myelogenous leukemia were treated 
because of complicating hemolytic anemia, 
thrombocytopenic purpura or bone marrow de- 
pression. Results were most gratifying in chronic 
lymphatic leukemia. Hemolysis and purpura 
were controlled in these patients and there was a 
noticeable decrease in lymphocytes with regres- 
sion of enlarged spleen, liver and lymph nodes. 
In the late stages of chronic myelogenous leu- 
kemia, when either aplasia or a blast-cell crisis 
developed, corticosteroids were used to combat 
anemia and hemorrhage. However, therapy was 
ineffective. 


MALIGNANT LYMPHOMA 


Reticulum cell sarcoma and the various types 
of Hodgkin’s disease are not treated successfully 
with steroid hormones. However, 24 patients 
with malignant lymphoma received cortico- 
steroids or glucocorticoids. These patients were 
mostly in the late stage of the disease and had 
developed pancytopenia after therapy with vari- 
ous alkylating agents and x-ray. The prolonged 
use of prednisone, after HN» therapy caused a 
dramatic and extended remission in a patient 
with extensive bone marrow infiltration and 
Hodgkin’s disease. However, in other cases of 
Hodgkin’s disease and reticulum cell sarcoma, 
there were no beneficial results. Since steroid 
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hormones are lympholytic, the treatment of 
lymphosarcoma with these compounds is a ra- 
tional approach in this type of case. Three pa- 
tients with advanced and diffuse lymphosarcoma 
had excellent remission, but two other patients 
did not respond to therapy. 


MULTIPLE MYELOMA 


Corticosteroids have been advocated in treat- 
ing multiple myeloma for the past 10 years. In 
our experience with 90 cases of this disease, 18 
were treated with cortisone or prednisone. There 
was no objective evidence of improvement in any 
case and, in our opinion, corticosteroid therapy 
is not very valuable in treating patients with 
multiple myeloma. 


Nonmalignant Hematologic Disorders 
APLASTIC AND HYPOPLASTIC ANEMIA 


Of 10 cases in this category, four were classical 
aplasias with fatty marrow and were of unknown 
etiology. In four other cases, hypoplasia was drug 
induced and there were two cases of pure, red cell 
hypoplasia. Cortisone, prednisone or triamcino- 
lone was used in prolonged and high dosage but 
there were no remissions. One patient with pure, 
red cell hypoplasia recovered spontaneously some 
months after an unsuccessful course of predni- 
sone. Two patients with drug-induced hypo- 
plasia also recovered but steroid hormones did 
not seem to play a role in either case. Steroid 
hormones have a stimulating effect on the bone 
marrow; this effect is noted in patients with ad- 
vanced cancer. Despite unsuccessful results in the 
previously described cases, steroid hormone ther- 
apy should be tried in aplastic and hypoplastic 
anemia. 

In six advanced cases of myeloid metaplasia 
with myelofibrosis, prednisone and triamcinolone 
were used to correct pancytopenia. However, 
treatment was completely unsuccessful in these 
patients. 
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CHRONIC NEUTROPENIA (AGRANULOCYTOSIS) 


Prednisone therapy was ineffective in two 
cases of chronic neutropenia. One of these pa- 
tients had a positive fluorescent antibody test for 
leuko-agglutinins with a diagnosis of Felty’s syn- 
drome. Removal of an enlarged spleen caused a 
temporary remission of the neutropenia. The 
etiology of the second case was obscure; removal 
of a slightly enlarged spleen was not beneficial. 

A third patient, still under observation, has 
proved interesting. This middle-aged man de- 
veloped a profound neutropenia which was sub- 
sequently related to an atypical rheumatoid 
arthritis. All L.E. cell preps and tests for leuko- 
agglutinins by fluorescent antibody tests have 
been negative. After large doses of prednisone, 
dexamethasone or triamcinolone, neutrophils in- 
creased to normal levels. However, noticeable 
moonfacing, ugly striae and severe myopathy de- 
veloped with all types of steroid hormones and 
the dosage had to be reduced; subsequently, neu- 
tropenia recurred along with severe joint pain 
and fever. 


ACQUIRED HEMOLYTIC ANEMIA 


Hemolytic anemia is often secondary to under- 
lying diseases such as chronic lymphatic leuke- 
mia, Hodgkin’s disease and other malignancies 
and collagen disorders. Infrequently, there are 
patients with idiopathic autoimmune hemolytic 
anemia; seven cases of this type were treated 
with steroid hormones. In three patients, a 
prolonged high dosage of corticosteroids did not 
control hemolysis and splenectomy was per- 
formed. One of these three patients has been 
maintained successfully on 5 to 10 mg. of pred- 
nisone daily. The other two patients required 
large doses of prednisone and both eventually 
died as the result of overwhelming infection. 
Four other patients responded well to cortico- 
steroid therapy, but one patient, the only male in 
the series, relapsed promptly. This patient had a 
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relatively severe hemolytic anemia with a posi- 
tive Coombs’ test. Since large doses of steroid 
hormones were required to check the hemolysis, 
he was started on small doses of 6-mercaptopurine 
which were increased gradually to 100 mg. daily. 
It was necessary to discontinue the drug after 
seven weeks’ therapy because the patient devel- 
oped leukopenia. However, the Coombs’ test be- 
came negative and the red cells and hemo- 
globin increased to normal levels. At present, 
this improvement has been maintained for 
several months without further therapy. 

The use of 6-mercaptopurine in autoimmune 
disorders was first advocated by Schwartz and 
Dameshek and is based on the ability of the 
antimetabolite to suppress antibody production. 
This group of compounds offers a new and prom- 
ising approach to the management of collagen 
and other autoimmune disorders. However, these 
drugs are toxic and are capable of severely dam- 
aging the bone marrow. With our present knowl- 
edge these compounds should be used only in 
selected cases and under strict supervision. 


IDIOPATHIC THROMBOCYTOPENIA PURPURA (ITP) 


Even though hematologists disagree as to the 
value of corticosteroids in ITP, these compounds 
may be used very effectively in this disorder. In 
this series, there were 41 patients treated with 
corticosteroids; 32 were acutely ill and nine were 
in the chronic stage of the disease. There were 
32 females and 10 males. There was also one case 
of quinidine-induced thrombocytopenia purpura. 
Chronic ITP occurred in older patients while 
acute cases were mostly in the younger and mid- 
dle-age group. Since ITP is usually a self-limited 
disease, it is difficult to be sure whether steroid 
hormones actually induce remission or protect 
the patient during the period when spontaneous 
recovery will occur. Of the 33 patients with 
acute purpura, 23, excluding the quinidine-in- 
duced one, recovered completely with cortico- 
steroid therapy. Nineteen patients did not have a 
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sustained remission and five were considered to 
have chronic ITP. After an adequate trial of 
corticosteroids, 14 patients had splenectomies. 
One patient did not respond to splenectomy ; two 
others had prolonged remission lasting six and 
nine years, but subsequently they relapsed. 
Prednisone induced remission in these patients 
but thrombocytopenia redeveloped when the 
compound was reduced or omitted. In 11 pa- 
tients, a complete and lasting remission occurred 
after splenectomy. 

Chronic ITP, especially in older individuals, is 
a serious problem to manage. Prolonged high 
dosage of corticosteroids often causes osteoporo- 
sis with collapse of vertebrae or dangerous inter- 
current infections. Three of the chronic cases 
were over 75 years of age and were poor surgical 
risks because of chronic pulmonary and heart 
disease. One of these patients was controlled by 
prolonged prednisone therapy but developed 
collapse of two vertebrae. The patient died of 
intercranial hemorrhage after withdrawal of the 
steroid hormene. Another elderly patient de- 
veloped a blood stream infection while on corti- 
costeroids and died within a few days. 

We treat all cases of ITP initially with cortico- 
steroids. If the patient has fulminating purpura, 
severe bleeding from an orifice or symptoms sug- 
gestive of cerebral bleeding, a transfusion of fresh 
refrigerated blood, collected in plastic bags, is 
given immediately with the steroid hormone 
therapy. None of the patients required such a 
measure but in some instances emergency sple- 
nectomy may be indicated in acute ITP. Our pa- 
tients were started on 60 to 100 mg. of prednisone 
or the equivalent dose of triamcinolone. Before 
therapy was started, blood studies, including 
platelet counts, clot retraction, capillary fragility 
and bleeding time (Duke) were performed. The 
dose level was maintained for seven to 14 days. 
As the capillary fragility and bleeding time re- 
turned to normal levels, the dose was reduced. 
Usually the platelet count rose to a normal level 
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within three to six weeks and the corticosteroid 
was withdrawn gradually. The patient should be 
observed for at least six months since relapse after 
steroid hormone therapy may occur. Splenectomy 
must be considered if a good remission is not ob- 
tained in three to six weeks of adequate therapy. 
However, depending on age and other factors, 
this decision must be made on an individual basis. 
In our experience, large doses of corticosteroids 
are necessary for treating ITP; small doses are 
ineffective and the large doses can be tolerated by 
nearly all patients for several weeks without un- 
due difficulty. While the exact role and mecha- 
nism of action is not known, corticosteroids will 
improve capillary resistance and reduce bleeding 
time even with abnormally low platelet counts. 
Of all hematologic disorders, the steroid hor- 
mones have been used most effectively in manag- 
ing ITP. 


Complications and Side Effects of 
Steroid Hormone Therapy 
CUSHINGLIKE COMPLAINTS 


The use of steroid hormones in high dosage and 
for prolonged intervals inevitably leads to un- 
welcome side effects and complications in most 
cases. However, the type and severity of these 
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search), Atomic Bomb Casualty Commission, Hiroshima, Japan, by the Oak 
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untoward effects vary with the compound used 
and with the patient’s age, sex, underlying dis- 
ease and other less obvious factors (Table 2). In 
the heterologous group described in this article, 
broad generalizations are impossible with many 
old, debilitated and anemic patients. In this 
series, Cushinglike complaints such as moonface, 
buffalo hump, striae, hirsutism and acne in 
younger patients, were among the most common 
side effects. Sodium retention, potassium loss and 
elevation of the blood pressure, commonly noted 
with cortisone therapy, were not problems when 
triamcinolone and dexamethasone were used. 
However, Cushinglike complaints were frequent 
and severe with all compounds used. Also, in a 
series of 30 patients who were treated with dexa- 
methasone, six developed severe myopathy, espe- 
cially involving the quadriceps. This complication 
also occurred with high doses of triamcinolone 
but was much less frequently noted with corti- 
sone and prednisone. Triamcinolone- and dex- 
amethasone-treated patients did not develop 
euphoria and increased appetite (usually noted 
with prednisone therapy). On the other hand, the 
glucocorticoids produced a depressed mental 
state in some patients. Gastrointestinal com- 
plaints, including peptic ulcer, have been re- 
ported after steroid hormone therapy. In this 
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omplications and Side Effects Occurring with Prolonged and High Doses of Steroid Hormones 


Blood Fluid -Cushing- 
Daily Dose Pressure  Reten- like Gastric Collapsed Mental 
bmpound Range Elevation tion Signs Complaints Vertebrae Myopathy Infections Diabetes Changes 
200-400mg. +++ +++ +++ ++ + +++ Euphoria 
ednisone 60-100 mg. + +++ ++ ++ + +++ Euphoria 
ameinolone 40-60 mg. ~ - +++ ++ + ++ +++ + Depression 
examethasone 5-10 mg. ~ +++ +4 + +++ +44 + Depression 
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series, gastrointestinal complaints were neither 
frequent nor severe; distress and heartburn were 
relieved by antacid therapy. Only one patient 
had gastric ulceration with profuse bleeding. 


SEPSIS AND FUNGAL INVADERS 


By far, the most serious problem was sepsis; 
most infections werein theleukemiaand lymphoma 
group. These patients have notoriously poor de- 
fense against infections because they have: (1) 
a lack of normal neutrophils, (2) poor synthesis 
of antibodies and (8) local tissue breakdown 
caused by infiltration and hemorrhage. In addi- 
tion to various bacterial infections in the blood 
stream, urinary tract, pulmonary tree and skin, 
the appearance of fungal invaders was another 
problem. In this series, moniliasis was a common 
problem and Cryptococcus was found in one case 
at autopsy. Monilia were found in the blood 
stream, cerebrospinal fluid and particularly in 
the oral cavity, pharynx, esophagus and lungs. 
It is difficult to assess the role of steroid hor- 
mones in the occurrence and spread of these in- 
fections. While they may occur without the 
presence of corticosteroids, certainly there is 
strong evidence that these compounds not only 
disguise but actually accelerate some types of 
bacterial and fungal growth. It is not advisable 
to use “prophylactic” antibiotic therapy. Cul- 
tures should be obtained and specific antibiotics 
used whenever possible. If the patient continues 
in a febrile state even though anaerobic and 
aerobic cultures are negative, the empiric use of 
oral penicillin and chloramphenicol is indicated 
for a short and intensive trial. 
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HIGH DOSAGE 


Less frequent but serious problems were those 
associated with prolonged high dosage in older 
people. In five patients with osteoporosis, col- 
lapse of the vertebrae occurred, resulting in seri- 
ous disability and withdrawal of corticosteroid 
therapy. With bed rest, back support and tes- 
tosterone, all patients in this series recovered 
from the vertebral fractures. In three patients, 
two with leukemia and one with aplastic anemia, 
seizures developed while they were receiving 
corticosteroids. Since all had thrombocytopenia, 
it was impossible to unequivocally incriminate 
corticosteroids as the etiologic agent rather than 
intracranial hemorrhage. 

In this series, many cases of severe myopathy 
occurred. The first patient observed had been tak- 
ing a prolonged high dosage of prednisone for 
three months when she began to note inability to 
climb stairs. This condition progressed until there 
was almost complete atrophy of the quadriceps 
muscles. The thigh showed a remarkable picture 
of nearly complete atrophy leaving the femur 
bare of musculature. The corticosteroid was dis- 


continued and within four weeks the thigh mus- | 


cles were nearly normal. This interesting my- 
opathy has been described by Perkoff and his as- 
sociates and we have seen similar cases caused 
by triamcinolone and dexamethasone therapy. 

While over 50 per cent of the patients in this 
series developed side effects or complications due 
to steroid hormone therapy, in general, the bene- 
fits obtained far outweighed the disadvantages of 
this form of therapy. 
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Semiannually GP publishes a quiz 

covering its scientific articles. 

Here are the multiple choice questions 

compiled from the January through June issues. 
Answers to these questions appear on page 204. 


1. All but one of the following screening tests 
should be included in patients over 40 years of 
age: 

1. Tonometry 

2. Lead-1 ECG 

8. Azuresin test for gastric acid 

4. Sickle cell preparation 


2. Perforation is most common in gastric ulcers 
located in the: 

1. Posterior wall 

2. Anterior wall 

3. Lesser curvature 

4. Greater curvature 

5. Gastric cardia 


3. Peptic ulcer is an associated finding in approxi- 
mately what percentage of patients with chronic 
obstructive emphysema? 

1. 2 per cent 

2. 12 per cent 

3. 23 per cent 

4. 32 per cent 

5. 5 per cent 


4. Clinical ototoxicity and histologic evidence of 
damage to the cochlea and/or labyrinth: 
1. Are not seen with use of dihydrostreptomycin 
2. Due to antibiotics are usually reversible 
processes 
3. Are not seen when the pantothenate form of 
streptomycin is used ; 
4. Can result from the use of kanamycin, neo- 
mycin or viomycin 
5. Bear no relationship to nephrotoxicity of an 
antibiotic 


GP july 1961 


Quiz 


5. Photosensitivity may occur from the use of: 
1. Chloramphenicol 
2. Demethylchlortetracycline 
8. Penicillin 
4. Novobiocin 
5. Chlorpromazine 


6. Portal systemic venous anastomosis accom- 

plishes: 
1. Correction of leukopenia found in cirrhosis 
2. Correction of thrombocytopenia found in 
cirrhosis 

. Correction of ascites 

. Reduced incidence of severe hematemesis 

. Return of liver function toward normal 


Co 


7. Bronchiolitis in children has been associated 
with one of the following infectious agents: 

1. Hemophilus influenza 

2. JH virus 

8. Hemadsorption viruses 

4. Adenoviruses 

5. Coe virus 


8. In Bell’s facial paralysis: 

1. Spontaneous recovery is rare 

2. The etiology may be established in over 50 
per cent of cases 

8. Definite eighth-nerve symptoms worsen the 
prognosis 

4. Pain is not a common symptom 

5. Recovery depends on prompt and intensive 
treatment 


9. Fetal electrocardiography has been found use- 
ful in determining all but one of the following: 
1. Existence of a normal pregnancy 
2. Differentiation of hydatid mole from a normal 
gestation 
8. Detection of fetal distress during labor 
4. Distinction of breech from cephalic presenta- 
tion 
5. Detection of fetal cardiac defect 
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MYLICON 


MYLICON relieves the gastrointestinal distress 
produced by entrapped gas. MYLICON’s defoam- 
ing action changes the surface tension of gas 
bubbles, permitting them to coalesce. This gas is 
released and eliminated by belching or passing 
flatus. MYLICON is physiologically inert, nontoxic. 


Gas entrapment and distention can result from 
Spastic Colitis, Aerophagia, Postoperative Gas, 
Postgastrectomy Syndrome, Hyperacidity, Hia- 
tus Hernia, Diverticulitis, Gastric and Duodenal 23 
Ulcers. 

Pleasant tasting, soft chewable tablets can be taken 
without water. 

One white scored tablet contains: 
Methylpolysiloxane, a silicone........ -40 mg. 

DOSAGE: one tablet after each meal and at bedtime. 

SUPPLIED: bottles of 100 and 500 tablets at all 
pharmacies. 
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References: “Intestinal Gas and Bloating; Treatment with a ‘ 
Methylpolysiloxane;’ Am. Pract. & Dig. of Treat., 11:52. 
(Jan.) 1960. Ad , 
“Use of Silicone in the Treatment of Intestinal Gas and ry ? 
Bloating? J.A.M.A., 174:2052, (Dec. 17) 1960. a4 
also NEW MYLICON® DROPS 
for infant colic caused by excessive air swallowing or 1? 
inability to belch or pass flatus. 
MYLICON DROPS (0.3 cc. to 0.6 cc.) can be given i“ Yd 4 


directly from the dropper or added to each feeding. 


Each 0.6 cc. represents 40 mg. of methylpolysiloxane, 
equivalent to one MYLICON tablet. 


Available at all pharmacies in bottles of 30 cc. of drops. 


THE STUART COMPANY 
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10. Uterosigmoidostomy may be complicated by 
all but one of the following: 

1. Pyelonephritis 

2. High operative morbidity 

3. Potassium depletion 

4. Acidosis 

5. Hyperchloremia 


11. The combination of renal stones and hypoka- 
lemia should suggest: 

1. Fanconi’s syndrome 

2. “Vitamin-D resistant” rickets 

3. Salt losing nephritis 

4. Renal tubular acidosis 

5. Azotemic bone disease 


12. The chloramphenicol “gray syndrome” in- 
cludes all but: 

1. Abdominal distension 

2. Pyrexia 

3. Cyanosis 

4. Respiratory depression 

5. High blood levels of chloramphenicol 


13. What is the USPHS recommended dose sched- 
ule of polyvalent influenza vaccine? 
1. 1 cc. subcutaneously, repeated three months 
later, followed by yearly booster 
2. 1 cc. intramuscularly followed by yearly booster 
8. 2 cc. subcutaneously with yearly booster 
4. 2 cc. orally with booster as needed 


14. Diabetes mellitus is best described by one of 
the following: 
1. A metabolic disease due to congenital absence 
of the pancreas 
2. A metabolic disease due to congenital hypo- 
plasia of the pancreas 
3. A metabolic state characterized by abnormali- 
ties in carbohydrate, fat and protein metab- 
olism 
4. A complex metabolic state characterized by a 
tumor of the islet cells of the pancreas 
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15. In treating the nephrotic syndrome in chil- 
dren, ACTH therapy: 
1. Is usually restricted to the fully manifest 
syndrome 
2. Must be continued for at least four weeks 
8. Is frequently accompanied by acute renal 
failure 
4. Should not be followed by steroid therapy 
5. Should be maintained on an intermittent basis 
in the postdiuretic stage 


16. In patients over 35, designated clinically as 
harboring benign discrete breast masses, the in- 
cidence of malignancy is: 

- 50 per cent 

. 15 per cent 

5 per cent 

Lower than in those with the clinical diagnosis 
of fibrocystic disease 

Higher than in those with the clinical diag- 
nosis of probable carcinoma 


17. Which one of the following statements con- 
cerning pigmented moles is not true? 
1. Color is an important indication of poten- 
tial malignancy 
2. Trauma may cause a benign skin lesion to 
become cancerous 
3. Biopsy of skin lesion may disseminate the 
lesion 
4. Wide excision of moles is a frequently ad- 
visable procedure 


18. The two most frequent causes of death in pa- 
tients with acute renal failure in obstetrics and 
gynecology are: 

. Bacterial infection 

Marked anemia 

Hyperpotassemia 

Hypopotassemia 

Hypernatremia 

Hyponatremia 

. Pulmonary edema 
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acute conjunctivitis before treatment clinical photographs 


truly soluble —for fast relief of inflammation 
0.1% OPHTHALMIC SOLUTION ¢ unexcelled steroid activity ¢ in true 


solution for peak effectiveness... 


® 
Heol adron yO Sie contact at the site of the 
lesion @ superior patient comfort- 


no irritating particles ¢ quick-acting, 
INDICATIONS: Trauma—mechanical, chemical or thermal; inflammation 
of the conjunctiva, cornea, or uveal tract involving the anterior seg- broad antimicrobial activity. 

_ : ; dditional information is available to physicians on request. 
empfayed in the NeoDECADRON and DECADRON aretrademarks of Merck & Co., NC. 


NeoDECADRON is also available as the ophthalmic ointment (.05%). 


Ointment and solution are available with dexamethasone 21-phos- 
hate alone: DECADRON® Phosphate Ophthalmic Solution and s]e) MERCK SHARP & DO H ME 
Division of Merck & Co., INC., West Point, Pa. 
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19. Albinism is related to a deficiency of: 
1. Phenylalanine hydroxylase 
2. Glucose-6-phosphatase 
3. Glucuronyl transferase 
4. Methemoglobin reductase 
5. Tyrosinase 


20. All but one of the following constitute indica- 
tions for surgical repair of umbilical hernia: 

1. Thin hernial sac 

2. Incarceration 

8. Persistence past the first year of life — 

4. Increasing size of fascial defect 


21. The single most important step in the repair 
of an indirect inguinal hernia is: 

1. Adequate high sac ligation 

2. Suture of transversalis fascia 

3. Transplantation of the cord 

4. The use of nonabsorbable suture material 


22. Hypertension of renal-vascular origin is best 
characterized by: 
1. A high fixed systolic and a normal diastolic 
pressure 
2. A high fixed systolic and diastolic elevation 
3. A reduction to normotensive levels during sleep 
4. A periodic fluctuating pattern characterized 
by exacerbations of an elevation in the systolic 
component 


23. The clinical course of diabetes mellitus is de- 
termined best by: 

1. Glycosuria and hyperglycemia 

2. Ketonuria and ketonemia 

3. Albuminuria and hyperalbuminemia 


24. Patients with diabetes mellitus under good 
control do all of the following but: 
1. Maintain a proper diet 
2. Test their urine daily 
3. Control glycosuria by adjusting insulin dosage 
daily 
4. Remain on a fat-free diet 


25. Grafts between unrelated humans are called: 
1. Autografts 
2. Homografts 
8. Isografts 
4. Heterografts 


26. Which organ transplants have been successful 
in man? 
1. Heart 
2. Liver 
3. Kidney 
4. Adrenal gland 
5. Lung 


Quiz answers appear on page 204. 


HERE’S A HELPFUL HINT... 


About Collodion 
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COLLODION is handy to keep around, but it dries out quickly. Keep the bottle upside 
down in a glass so that the liquid seals itself in. 


J. HERBERT NAGLER, M.D. 
Philadelphia, Pa. 
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It takes so little to trigger an asthmatic attack... 


it takes so little MO RE to control it... 


the simple addition of ATARAX to your classic anti- 
asthmatic therapy increases therapeutic success even in 


difficult atients Each MARAX tablet contains: ATARAX® (hydroxyzine HCl) 10 mg.—an 

p antihistaminic tranquilizer beneficial in bronchial asthma and allergy." 
Ephedrine sulfate 25 mg.—to reduce congestion. TheophyHine 130 mg. 
—for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates.”2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 
Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved.”? 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 
MARAX offers. 

Usual adult dosage: One tablet 2 
to 4 times daily. Full prescription 
information on request. Supplied: 
i Bottles of 100 light blue, scored 

tablets. Prescription only. 
eee i References: 1. Santos, |. M. H., and 
Unger, L.: Ann. Allergy 18:172 (Feb.) 
2 ; 1960. 2. Chariton, J. D.: Ann. Al- 
lergy, In press. 3. Shaftel, H. E.: 

® Clin. Med. 7:1841 (Sept.) 1960. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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Information Please 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Hirsutism in 19-Year-Old Patient 


Q. Please recommend initial tests for a 19-year- 
old woman with facial hair, blood pressure of 
150/90 and regular menses (except during the 
past six weeks, when she menstruated twice). 
The clitoris is of normal size and the pubic 
hair is not remarkable. The patient has occa- 
sional frontal headaches and is obese (208 lb.). 


A. Possibly there is no other condition in 
endocrinology which would require more tests 
than the malady of this patient. The tests 
indicated are those that would determine which 
of the following three diagnoses is most likely: 
(1) Cushing’s syndrome, (2) the syndrome of 
polycystic ovary (Stein-Leventhal) or (8) ‘“‘physi- 
ologic variation.” 

Before any tests were ordered, the third 
diagnosis would appear most probable. It is 
fairly certain that 90 per cent of 19-year-old 
women with some degree of hirsutism, irregularity 
of menstruation, frontal headaches and obesity 
would have these signs and symptoms simply 
as manifestations of “the tensions of life.” In 
many instances the headaches and obesity—and 
even the menstrual irregularity—are secondary 
to concern about the hirsutism. 

It is unlikely that the girl would have the 
syndrome of polycystic ovary. Only 50 per cent 
of such patients have hirsutism and most of 
them have more menstrual irregularity than is 
mentioned in this report. (It goes without saying 
that these patients have enlarged ovaries.) 
R. B. Greenblatt, in Astwood’s book Clinical 
Endocrinology (Grune & Stratton, Inc., New 
York, 1960), has suggested studies of cervical 
mucus and vaginal smears, assays of the content 
of 17-ketosteroids, hydroxycorticoids and preg- 
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nanediol in the urine, endometrial biopsy and 
visualization of the ovaries when indicated. 

All aspects of this subject and the differential 
diagnoses are thoroughly discussed by George 
Van S. Smith in Williams’s Textbook of Endo- 
crinology (W. B. Saunders Company, Philadel- 
phia). 

Very probably the results of all tests would be 
within normal limits. This girl most likely would 
be helped by consultations with a friendly 
physician. (She may even require a friendly 
psychiatrist. ) 


Blood Pressure Variation in Two Arms 


Q. A 56-year-old white woman has blood pressure 
readings of 180/100 in the right arm and 120/ 
80 in the left arm. Her chief complaint is 
bronchitis since girlhood. She has a rather 
deep voice and is a chain smoker. Her chest 
is an emphysematous type, with transitory 
rales over both bases. What are the possible 
causes of blood pressure variation in the two 
arms? 


A. The variation between blood pressure read- 
ings in the two arms is due to pressure on 
the left subclavian or the brachial artery, either 
applied externally or existing internally. Because 
of the patient’s bronchitis, deep voice and chain 
smoking, bronchogenic carcinoma should be con- 
sidered. An aneurysm of the aorta or coarctation 
of the aorta with narrowing of the subclavian 
artery may cause the variation. In this case, 
other evidence of coarctation of the aorta (notch- 
ing of the ribs, collateral circulation, murmurs) 
should be sought. Takayasu’s pulseless disease 
may also be the reason for the difference be- 
tween the two blood pressure readings. 
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part of general office practice. 


with 
COUMADIN demonstrates: 
long-term 
office management 
outpatients 
practical and effective 


A 5-year study? of long-term anticoagulation with COUMADIN (warfarin sodium) in 
office practice patients has demonstrated that such treatment reduces the prob- 
ability of further infarctions in the postinfarct patient and is effective in preventing 
a first infarction in patients with angina. 


An earlier report? noted that long-term anticoagulant therapy with warfarin sodium 
can be carried out, along with the necessary prothrombin time determinations, as 


“The most significant advantage is the great ease in maintaining patients in a 
therapeutic range. It has been rewarding to find, month after month, patients 
varying no more than three or four seconds in their prothrombin times on their 
established dosage of Warfarin sodium [COUMADIN ].”! 


FOR ORAL, INTRAVENOUS OR IN1 


the proven anticoagulant 


Full range of oral and parenteral dosage forms — Coumavin* 
(warfarin sodium) is. available as: Scored tabiets — 2 mg., 
lavender; 5 mg., peach; 74 mg., yellow; 10 mz., white; 
25 mg., red. Single injection Units — one viai, 50 mg., and 


one 2 cc. ampu! Water for Injection; one vial, 75 mg., and | 


one 3 cc, ampul Water for Injection, 


Complete Information and Reprints on Request ENDO LABORATORIES Richmond Hill 18, New York 


the original and only warfarin responsible for establish- | 
ing thig-@rug as closely approaching the ideal anti- 
y and as ‘the best anticoagulant available 
KMUSCULAR USE 


today.”* Over 179,000,000 doses administered to date. 


for long-term maintenance} 


Average Dose: Initial, 40.6C mg. For elderly and/or debilt 
tated patients, 20-30 mg. Maintenance, 5-10 mg. daily, or "au 
as indicated by prothrombin time determinations. the 
1. Nora May, 1961. 2. Nora, J. Sopt.10, the 
1960. 3, et al.: J.A.M.A. 167:704, June 7, 1988; 4. Moser, K. Dir 


Chicago, Yr. Bk. Pub., Mar., 1960, p. Meyer, 0. 0: 
Postgrad. 94990, Aug., 1958. ante 


*Manutactired under license from the Wisconsin Alumni Research Fo: dation 
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Information Please 


Oxytocin in Labor Induction 
Q. Please discuss the use of oxytocin (Pitocin®) 
in induction and acceleration of labor. Please 
comment also on the use of quinine for induc- 
tion. 


A. The physician should be thoroughly familiar 
with the criteria that determine the suitability of 
each case for the use of oxytocin. He should also 
consider its potential hazards, mainly, ruptured 
uterus, prematurity, prolapsed cord and pro- 
longed latent period. 

The labor-stimulating effect of oxytocin can be 
properly regulated only by intravenous drip, 
carefully supervised by the physician. During 
this time the patient’s pulse, blood pressure and 
respiration and the fetal heartbeat are checked 
and recorded at frequent intervals. The physician 
palpates the uterine fundus with each contrac- 
tion, noting the frequency, duration and quality 
of the contractions. 

The use of quinine, castor oil and enema for 
labor induction has not proved superior to that 
of castor oil and enema alone. 


Delivery of Retained Placenta 


Q. Please describe the Brandt-Andrews method for 
delivery of a retained placenta. 


A. In 1938, Brandt described a technique for 
delivery of the placenta. Experiences with this 
method were discussed by Andrews in 1940. The 
technique, as summarized in Greenhill’s Obstet- 
nes, is as follows: 

“The physician waits a few minutes following 
delivery of the baby to permit spontaneous sepa- 
tation of the placenta. Then with the left hand 
the umbilical cord is grasped near the vulva and 
the right hand is placed on the abdomen so that 
the palmar surfaces of the fingers are over the 
anterior surface of the uterus, approximately at 
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the junction of the corpus and the lower uterine 
segment. By gently pressing backward and 
slightly upward, w th the right hand, the corpus 
is pushed up into the abdomen. If the placenta 
has separated from the corpus the cord in the left 
hand will not follow the upward movement of the 
uterus. 

“To deliver the placenta and membranes, the 
pushing on the corpus with the right hand is 
stopped and pressure is exerted over the pubis 
downward on the lower uterine segment toward 
the vulva. As this is being done traction is made 
on the cord and it will bring forth the placenta 
and membranes. 

“The placenta may also be delivered by con- 
tinued gentle traction on the cord while the 
corpus is being pushed up and back. If, however, 
the placenta is still attached to the corpus or 
it is being held back by a constriction of the 
cervix, this is detected by an upward pull on 
the cord while the corpus is being pushed up 
and back. In such cases one must wait and repeat 
the maneuver a few minutes later, after the 
placenta has separated or the cervix has relaxed.” 


“Body, Mind and Sugar” 


Q. Bopy, MIND AND SuGAR by E. M. Abraham- 
son, M.D. and A. W. Pezet (Henry Holt & 
Company, New York, 1959) seems to be 
heavily promoted in lay publication bookstores. 
What is the opinion of authorities concerning 
its reliability? 


A. The book is primarily an appeal to the lay- 
man and the physician to direct more atten- 
tion to the postulated condition of “subclinical 
hyperinsulinism.” The arguments are chiefly 
exhortative and without basis in experimental 
or other evidence. Critical importance is attached 
to the six-hour glucose tolerance test, which few 
students of carbohydrate metabolism take very 
seriously today. 
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EMKO VAGINAL FOAM* is entirely different 
from creams and jellies. 


Larger volume per application assures total blockage of the cervical os and 
uniform coverage of the vaginal tract. 


Foam fills the rugae where sperm can avoid contact with chemical 
agents in heavy creams or jellies. 


Uniform dispersion of the proven spermicides‘'’ (in the surface of each 
bubble) ... means the sperm is exposed immediately and 
constantly to spermicidal action. 


Equally important — Emko eliminates objectionable factors which 
create resistance to regular use of other methods: 


@ NO DIAPHRAGM ®@ NO LOSS OF SATISFACTION 
@ IT VANISHES AFTER USE—NO DOUCHING NEEDED 
@ NO GREASINESS OR “AFTER MESS” @ NO IRRITATION 


a principle never before applied to birth control... 


: fe 
n 
: 
A 
| 
(") soprero, mM. D.: EVALUM 
= TION OF A NEW CONTRACEPTIVE 
(EMKO). FERTILITY AND STERILITY. 
11:5:518-524 (SEPT.- OCT.) 1960. 
* PAT. NO. 2,943,979, OTHER PATS. 


PEND. 


At drug stores. Literature and samples available to doctors, write / The Emko Company + 7912 Manchester Ave. « St. Louis 1, 
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Nonspecific Immunity 

(National Tuberculosis Association, Cincinnati, 
May 23) BCG VACCINE and certain nontoxic 
fractions of the tubercle bacillus produce a high 
degree of nonspecific prophylactic activity against 
some bacterial infections and several types of 
malignant tumors in experimental animals. The 
bacterial fractions alone also invoke such pro- 
tection, with the immunlogic effect lasting three 
to six months.—Dr. Davip W. WEIss, University 
of California, Berkeley. 


Virus Explosion 


(Ibid., May 23) SCIENCE Is witnessing a “virus 
‘opulation explosion” in the new recognition of 
virus disease agents. It is being appreciated that 
viruses not only cause numerous respiratory 
diseases but may reactivate or cause bacterial 
disease. Minor viral infections may cause major 
illness in persons with bronchopulmonary dis- 
ease.—Dr. EDWARD KILBOURNE, Cornell Uni- 
versity. 


Refractory TB Patients 


(Ibid., May 25) PERSUADING the reluctant tu- 
berculosis patient to help himself is more effective 
than imposing penalties for not doing so. The 
refractory, alcoholic patient is first placed in a 
protective custody section and told this is for his 
benefit to protect him from bootleggers and to 
provide continuing and uninterrupted treatment. 
Sobriety and conformity are rewarded with trans- 
fer to a men’s club section where, with minimal 
hursing supervision, “patients enjoy a large 
measure of self-government with recreational 
and diversional activities, active vocational 
training and automatic privileges as work tol- 
erance increases.’””-—Drs. W. J. STEININGER and 
4 HowarpD, Maybury Sanatorium, Northville, 
ich, 
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Surgery in the Elderly 


(IWinois State Medical Society, Chicago, May 16) 
THE SURGICAL RISK for persons over 70 should 
differ little from that of other age groups with 
proper preparations. “The chronologic age does 
not parallel the physiologic age. On many 
occasions the patriarch of 80 can undergo sur- 
gery more satisfactorily than the ne’er-do-well 
in his 30’s.’”’ Elderly persons in the proper frame 
of mind accept surgery with more tranquillity 
than the active businessman. In preoperative 
preparation, more careful attention. must be 
given to the patient as a whole rather than to the 
surgical problem.—Dr. E. LEE STROHL, North- 
western University Medical School, Chicago. 


Early Burn Grafting 


(American Association of Plastic Surgeons, New 
York, May 18) Excision of burned skin and skin 
grafting were performed as early as three days 
after injury in 11 patients so extensively burned 
they were judged to have only a one-in-ten 
chance of surviving. Four did survive, including 
an 80-year-old woman. ‘‘We attributed a major 
share of the success in the four survivors to the 
accelerated excision and skin grafting.’”—Drs. 
RoBERT M. McCormack, LESTER M. CRAMER 
and DANIEL B. CARROLL, Rochester, N.Y. 


Human Bite Hazard 


(Ibid., May 18) INFECTION almost always follows 
human bites, particularly on the face, and early 
treatment avoids extensive tissue damage. Im- 
mediate treatment includes thorough cleansing 
with soap and water, surgical excision of dead 
tissue, suture of the wound and administration 
of antibiotics. Serious facial bites are more likely 
to occur in adolescents and young adults than in 
other ages.—Drs. JOHN W. CURTIN and PAUL W. 
GREELEY, University of Illinois Medical School. 


Fetal X-rays 


(American College of Obstetricians and Gynecolo- 
gists, Bal Harbour, Fla., April 23) “More lives 
probably could have been saved by appropriate 
X-ray examination during pregnancy than are 
likely to be lost or even damaged by the irradia- 
tion of the unborn baby.”’ Radiation does carry a 
certain risk to the fetus, but this is low. X-ray 
examinations should be conducted as late in 
pregnancy as possible, and the need for them 
definitely established. ‘‘It is truly far better that 
the obstetrician should know the actual situation 
’ and be able to circumvent danger than that 
mother and baby should run grave medical risks 
in order tu avoid the less certain ones of radia- 
tion.” —EbDITH QuIMBY, Sc.D., professor of radi- 
ology, College of Physicians and Surgeons, New 
York. 


Normal but Dull 


(American Psychiatric Association, Chicago, May 
11) FIFTY MEN selected as representative of the 
“well-adjusted, normal American male” were 
found to rate high in contentment and compati- 
bility with spouse, in enjoyment of occupation 
and contentment with vocational position. But 
they rank low in creativity, imagination, spon- 
taneity and breadth of interest and pleasures. 
The data suggest that “‘normality’’—as evidenced 
by lack of tensions, by adequate adaptation and 
harmonious integration with other persons at all 
levels—implies lack of creativity and imagina- 
tion.—Dr. JULES GOLDEN, psychiatrist, Albany 


Medical College, New York; NATHAN MANDEL, 
Pu.D, research sociologist, Minnesota Department 
of Corrections, and DR. BERNARD C. GLUECK, 
research director, Institute of Living, Hartford. 


Hypnosis Therapy 


(Ibid., May 12) SupsectTs for hypnosis should be 
carefully screened. On advice of a physician, a 
49-year-old woman successfully underwent hyp- 
nosis for relief of persistent back pains. But she 
developed delusions people were following her, 
trying to hypnotize her and harm her. Diagnosed 
as a paranoid psychotic, she had to undergo elec- 
troshock treatments and psychotherapy. Later, 
the Industrial Accident Commission of California 
held her hypnosis treatments were “one of a 
series of major contributing factors in precipitat- 
ing the patient’s paranoid schizophrenic reac- 
tion.” This established legal precedent for linking 
hypnosis as a factor in later mental breakdown. 
—Dr. BERNARD TEITEL, Long Beach, Calif. 


Polluted Beaches 


(Water Pollution Conference, Chicago, May 16) 


“We know practically nothing about the role 
played by polluted beach water in transmitting 
disease to bathers. The truth is, this subject has 
received a negligible amount of study. Neither 
the. U.S. Public Health Service nor the American 
Public Health Association has seen fit to recom- 
mend any bacterial standards for bathing beach 
water quality.’—EDWARD R. KRUMBIEGEL, 
Health Commissioner, Milwaukee, Wis. 


Here each month are published notes of progress in diagnosis and treatmeni as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement or 


verification by the editorial staff. 
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Erythropoiesis and the Kidney 


Now, IT Is generally accepted that one or more 
circulating humoral factors govern erythropoiesis. 
The site of origin and nature of these erythro- 
poietic-stimulating factors has not been estab- 
lished with certainty. The occurrence of anemia 
in chronic renal disease, the virtual disappearance 
of erythroblasts from the bone marrow in acute 
renal insufficiency and the association of poly- 
cythemia with renal tumors and hydronephrosis 
suggest that the kidney may be one site of pro- 
duction of an erythropoietic factor. 

Suki and Grollman believe that their experi- 
ments offer direct evidence that the kidney regu- 
lates erythropoiesis. These authors measured the 
rate of radioiron incorporation into red cells and 
the blood volumes of nephrectomized dogs and 
dogs with ureterovenous anastomosis. There was 
a marked reduction in erythropoiesis and hemo- 
globin synthesis in the nephrectomized dogs as 
compared to normal intact animals. This was 
true even when azotemia was reduced to a low 
level by intermittent peritoneal lavage. Dogs 
with a ureterovenous anastomosis showed a nor- 
mal rate of erythropoiesis. 

Retention of renal regulation of erythropoiesis 
in animals with a ureterovenous anastomosis and 
absence following nephrectomy indicate that 
this erythropoietic activity is independent of the 
excretory activity of the kidney. (American Jour- 
nal of Physiology, October, 1960, p. 629.) 


Intraocular Foreign Bodies 

MCCASLIN RECENTLY reviewed the management 
of intraocular foreign bodies. His report is limited 
to the ferromagnetic foreign bodies since they are 
the largest group with which the ophthalmologist 
deals. The nonferromagnetic foreign bodies are 
less frequent but they present a considerably 
more serious problem since they cannot be re- 
moved readily. 
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2 Other Journals 


Tips from 


The nature of the foreign body, that is, whether 
or not it is ferromagnetic, may be suspected from 
the history of the trauma. For example, a foreign 
body fractured off a shaft is likely to be of steel 
and therefore highly magnetic, whereas a frag- 
ment from a weld is likely to be nonmagnetic. 

On admission to the hospital, such patients 
must be examined carefully as to visual acuity 
and possible sensitivity to antibiotics. Accurate 
localization of the foreign body follows, and here, 
special x-ray examinations and procedures are of 
prime importance. Occasionally, the injection of 
air retrobulbarly or into Tenon’s capsule may be 
indicated to help localize the object. A Berman 
locator also may be used since this instrument 
will change its magnetic field in,the vicinity of 
the magnetic foreign body and thus help in its 
localization. 

McCaslin discusses electromagnets, their 
strengths and varying degrees of usefulness in 
removing magnetic foreign bodies. The most 
powerful magnets may be needed to move a for- 
eign body from the posterior chamber into the 
anterior chamber where once lodged, a much 
smaller magnet may be utilized for the removal. 

Foreign bodies in the lens may or may not be 
removed. Those that require removal are objects 
associated with a ruptured capsule which does 
not close over and thus produces a traumatic 
cataract, or those foreign bodies known to oxidize 
rapidly and produce cataracts. 

The nonmagnetic foreign bodies which com- 
prise about 16 per cent of the author’s series are 
composed of copper, brass, glass, lead, aluminum 
and stainless steel. Their removal depends upon 
their location and visibility. Finally, McCaslin 
emphasizes the advantages of waiting for accu- 
rate localization before attempting removal of an 
intraocular foreign body. The advent of anti- 
biotic therapy has so reduced the incidence of in- 
fection that a period of diagnostic maneuver prior 
to surgery now is advantageous. (Archives of 
Ophthalmology, October, 1960, p. 482.) 
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Staphvl | Infections in Child 
CHATTAS and associates have reported their 
experience in Cordoba, Argentina in managing 
182 infants with staphylococcal infections. The 
patients were studied both in the outpatient 
department and the hospital. They observed 
that the child has dangerous ages in regard to 
staphylococcal infection. In the first week of life 
he may acquire the infection in the nursery, 
where they observed that physicians and nurses 
as well as newborn babies harbor a high propor- 
tion of pathogenic staphylococci in their noses. 
The second dangerous age is about the first year 
of life, when the child starts to walk and move 
about. At this age a larger proportion of staphy- 
lococcal infections was observed, for it is during 
this period that the child touches everything, 
puts his dirty hands in his mouth and acquires 
Many small scratches that become infected. Disk 
tests were performed on 350 cultures of staphylo- 
foccus. Eight different test antibiotics were used 
Movobiocin, tetracycline-oleandomycin, chloram- 
Phenicol, oleandomycin, erythromycin, tetracy- 
Cline, oxytetracycline and penicillin). Penicillin 
Was active against only 12 cultures. 

The hospitalized infants with staphylococcal in- 
fections were divided into two groups; one group 
Of infants was treated according to the antibio- 
gram while the other group generally received 
Penicillin or tetracycline. Most of the patients 
Were in very serious condition. Those treated with 
the antibiotic indicated by the antibiogram re- 
covered faster. Recovery in children treated with 
the nonselective antibiotic generally took three 
times longer. (Antibiotic Medicine and Clinical 
Therapy, 7:300, June, 1960.) 


Lung Cancer Therapy 


Morrison AND DEELEY report on the survival of 
277 patients with inoperable carcinoma of the 
Bronchus who received radical treatment with 
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megavoltage (8,000,000 volt) x-ray therapy. 
Chances of survival were greater with squamous 
cell tumors (three-year survival rate of 8.9 per 
cent) than with anaplastic cell tumors (three-year 
survival rate of 1.5 per cent). Hemoptysis was 
arrested in 94 per cent of the cases and about 75 
per cent of cases with dyspnea, pain or cough 
were also relieved. Palliation did not differ in the 
squamous and anaplastic types of growth. The 
survival rate for the entire group is illustrated in 
the diagram below. Results showed that 6 per 
cent live for five years or more. After three 
years the risk of death from the disease is small. 
A three-year survival rate seems to give a satis- 
factory index of the value of radical x-ray treat- 
ment in controlling lung cancer. (Lancet, Septem- 
ber 17, 1960, pp. 618-20.) 


SURVIVAL CURVE AFTER TREATMENT 
OF CARCINOMA OF THE BRONCHUS 
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“The experience to date with 
griseofulvin has been so promising 
for the management of Microsporum 
audouint, Trichophyton tonsurans 
and Trichophyton violaceum that it 
has become the treatment 
of choice for these in- 
fections of the scalp.” 


Supplied: Furvicin Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 

in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 
complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 
SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 5-826 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROW WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM :NFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON, D. C. 
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Tips from 
Other Journals 


Peripheral Neuritis due to Streptomycin 
VARIOUS SIDE EFFECTS and signs of toxicity fol- 
lowing the use of streptomycin have been re- 
ported. Vertigo, nausea and ataxia resulting from 
involvement of the vestibular apparatus are well 
known. Circumoral and other transient pares- 
thesias of the face are seen frequently on the days 
of streptomycin administration. An occasional 
patient may have hypersensitivity reactions often 
arising within two weeks after treatment is begun. 
These reactions are evidenced by fever and skin 
rashes, usually of the maculopapular type. Urti- 
caria is rarely present. Streptomycin also is one 
of many drugs that may cause an eosinophilia in 
the peripheral blood. There are usually no other 
hematologic or allergic manifestations. 

Janssen presents a case of peripheral neuritis 
caused by streptomycin. This was characterized 
by intense pain in the left hand, hyperalgesia, 
hypoparesthesias of the dorsum of the left hand 
and wrist together with motor neuron involve- 
ment (loss of grip) and marked nonpitting edema 
in the same area. These changes progressed until 
the patient had to be fed because she could no 
longer hold her own fork. After discontinuing 
Streptomycin and after a free symptomless inter- 
val, typical symptoms of peripheral neuritis re- 
appeared with streptomycin administration. In 
the author’s opinion, this was sufficient proof of 
the genesis of the peripheral neuritis in his pa- 
tient. It was interesting that the dihydro deriva- 
five of streptomycin failed to precipitate the 
Neuritic reaction. 

In instances of peripheral neuritis in patients 
Peceiving treatment for tuberculosis, isoniazid is 
the drug almost certainly blamed. The great 


fe danger is that the patient who manifests neuritis 


Is considered isoniazid-hypersensitive without 
further investigation. Consequently, the most 
Maportant and powerful drug is permanently 
discontinued. To avoid this, it is of paramount 
mportance to recognize the real culprit which 
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may be streptomycin. A trial with dihydrostrep- 
tomycin should be performed in more cases than 
realized. (American Review of Respiratory Diseases, 
May, 1960, p. 726.) 


Restoring Respiration with 

Nerve Anastomosis 
FOLLOWING SECTION of the phrenic nerve, Jeffer- 
son and his colleagues distinguish between tro- 
phic and functional recovery of the muscle after 
nerve anastomosis. Trophic maintenance of the 
diaphragm depends on the presence of innerva- 
tion, but not necessarily on functioning inner- 
vation. After anastomosis of the distal phrenic 
nerve with the central vagus, function of the dia- 
phragm failed to return and yet its muscle did 
not degenerate. Reanastomosis of the cut ends of 
the phrenic nerve resulted in functional recovery. 

In a new series of experiments in dogs, the 
central stump of an intercostal nerve or a long 
thoracic nerve was anastomosed to the distal 
stump of a phrenic nerve. When the intercostal 
nerve was used, restoration of diaphragmatic res- 
piration occurred in most animals. When the long 
thoracic nerve was used, restoration of diaphrag- 
matic respiration was only observed in one of 
three experiments. When action potentials of 
auxiliary respiratory nerves were recorded in nor- 
mal dogs, marked accentuation of action poten- 
tials synchronous with inspiration was observed 
in the intercostal nerves of all dogs. Only slight 
accentuation of action potentials was observed 
in the long thoracic nerve of one dog, and no 
respiratory impulses were seen in the lower vagus 
nerve or the femoral nerve. 

These authors conclude that auxiliary respira- 
tory nerves can restore the function of the dia- 
phragm when they are anastomosed to the distal 
stump of the phrenic nerve. The intercostal 
nerves transmit impulses from the respiratory 
centers in all cases. (American Journal of Physi- 
ology, 198:931, May, 1960.) 
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when menstrual cramps disrupt her schedule 


VASO 


-vascular relaxant 


myo- 
acts directly on the myometrium 
to relieve painful uterine spasm 
or hypermotility 


In a double-blind study,! 79 per cent of the 
patients treated with VASODILAN were 
relieved of severe menstrual pain. 
VASODILAN relieves menstrual cramps by 
direct, non-hormonal? action, and without 
disturbing normal menstrual rhythm or 
flow.!2 

There are no contraindications to the use of 
VASODILAN with other therapies.” 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


Isoxsuprine hydrochloride, Mead Johnson 


Contraindications: There are no known contraindications 
to oral administration of VASODILAN in recommended 
doses. 


Caution: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. Paren- 
teral administration is not recommended in the presence 
of hypotension or tachycardia. Intravenous administra- 
tion is not recommended because of the increased likeli- 
hood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness 
can usually be controlled by dosage adjustment. Single 
intramuscular doses of 10 mg. or more may result in 
hypotension or tachycardia. 

Dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 
tablets) three or four times daily, 24 to 72 hours prior to 
expected onset of menstruation. 

Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./ce.) for intramuscular use, boxes of 6. 


References: (1) Ratowsky, S., and Padernacht, E. D.: 
Relief of Primary Dysmenorrhea with Isoxsuprine, Clin. 
Med. 8:512-514 (March) 1961. (2) Voulgaris, D. M.: Dys- 
menorrhea: Cramps or Psyche?, Scientific Exhibit, Am. 
Acad. G.P, Philadelphia, March 21-24, 1960. atenst 


Bote 


ay 

| 

( > 
a 

ae ex 
by 
be: 
ho 
(4 

Ste 


Tips from 
Other Journals 


Shock After Myocardial Infarction 


HEYER POINTS OUT that the most important 
factor affecting the prognosis in shock after 
myocardial infarction is the duration of shock 
before treatment. If effective mean aortic pres- 
sure is promptly restored toward the normal level 
with an associated elevation in coronary flow 
and if there is an improvement in myocardial 
function and collateral flow, the patient may sur- 
vive the episode. On the contrary, if the shock 
is unrecognized and treatment is delayed in these 
patients, irreversible changes may develop in 
the heart muscle, associated with a high mortality 
rate and the frequent development of terminal 
myocardial failure. 

Heyer points out that there is often a tendency 
to avoid disturbing myocardial infarct patients 
in order to measure their blood pressure and 
heart rate. This is especially true in patients 
treated in oxygen tents and kept quiet by seda- 
tion and analgesics. However, the blood pressure 
and heart rate must be followed with the utmost 
care during the initial hours and days after 
the development of acute myocardial infarction. 
Constant observation of the patient for clinical 
signs of shock is highly important. 

If relief of hypotension is achieved promptly 
by the use of vasopressor substances, the prog- 
nosis is much more favorable. Several references 
are made to studies documenting this fact. For 
example, in one study, 60 patients treated for 
hypotension within three hours of its onset had 
amortality rate of only 13 per cent. By contrast, 
14 patients treated after the lapse of a three- 
hour interval had a 76 per cent mortality rate. 
(American Heart Journal, 59:940, June, 1960.) 


Liver Cancer 


EVEN THOUGH cancer of the liver is common in 
the African native, its occurrence is unexplained. 
Steiner has studied 695 cases of cirrhosis and 904 
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cases of liver cancer in Africa and the United 
States. An increased prevalence of liver cancer 
compared to cirrhosis is noted with the ratio 
about equal in Africa; whereas, the ratio of cir- 
rhosis to cancer is about 20:1 in the United States. 
Cirrhosis appeared to be in the same range of 
frequency in necropsy series in the various Afri- 
can native groups as it is in the United States 
groups, but liver cancer is much more common. 

The association of small, nonfatty, multilob- 
ular cirrhosis often with evidence of postne- 
crotic cirrhosis and other sequelae of viral hepatitis 
suggests that an important liver-damaging agent 
and carcinogen might be the virus of infectious 
jaundice. Prior nutritional damage to the liver 
also might contribute to the high prevalence of 
primary hepatic cancer in the native African. 
(Cancer, November—December, 1960, pp. 1085- 
1150.) 
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AVacation from Hay Fever 


is a Real Vacation 
ANYWHERE ANYTIME 


Just a “poof” of fine NVZ spray 
brings relief 1s secoNDS, FOR HOURS 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds : 
Neo-Synephrine® HCl, 0.5% 

— dependable vasoconstrictor 


NASAL SPRAY 


and decongestant. 
Thenfadil® HCl, 0.1% Supplied in leakproof,~*<~. 
— potent topical pocket size 
antihistaminic. squeeze bottles of 20 cc.~ 
Zephiran® Cl, 1:5000 
antibacterial wetting 


agent and preservative. ; 
(| LABORATORIES 
New 18, N. ¥. 
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Tips from 
Other Journals 


A New Diagnostic Method 
for Pheochromocytoma 


SUNDERMAN and colleagues recently have added 
to the mounting data on a new diagnostic tool in 
the diagnosis of pheochromocytoma. The method 
depends upon measuring the metabolic products 
of epinephrine and norepinephrine in the urine. 

Vanilmandelic acid, a major urinary metabolite 
of norepinephrine, is the substance concerned in 
this new test. Normally, only 3 to 6 per cent of 
norepinephrine is excreted in the urine in an un- 
altered form. The remainder is distributed among 
several urinary metabolites. A large fraction of 
these is composed of vanilmandelic acid. Until 
recently, the measurement of vanilmandelic acid 
in urine was an extremely complex procedure, 
totally unsuited to clinical laboratory use. The 
development of a relatively simple colorimetric 
method of measuring now offers considerable 
promise in diagnosing patients with norepineph- 
rine-secreting tumors. 

A 24-hour urine is collected from a patient who 
has abstained from medications and from coffee, 
tea, chocolate and bananas for the previous two 
days. The urine is stored in a refrigerator; its vol- 
ume is measured and an aliquot is saved for anal- 
ysis. The article describes in detail the method 
for the colorimetric estimation of the vanilman- 
delic acid. 

In 68 normal subjects, the 24-hour excretion of 
this metabolite ranged from 0.7 to 6.8 mg. with 
amean of 4.0 mg. per 24 hours. An almost iden- 
tical excretion was observed in a large group of 
hypersensitive patients who did not have pheo- 
chromocytomas. Six patients with pheochromo- 
cytomas, by way of contrast, excreted as much as 
41 mg. daily with a benign tumor and 250 mg. 
per day with a malignant pheochromocytoma. 

The vanilmandelic acid measurement generally 
is preferable, in that the amounts are much great- 
ét than those of the catecholamines and the ex- 
cretion is less subject to diurnal fluctuation than 
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that of the catecholamines. Furthermore, the 
analytic method now described is capable of 
greater precision than methods currently used for 
urinary catecholamines. Finally, the apparatus 
needed for the measurement of vanilmandelic 
acid is much more readily available in a clinical 
laboratory than that needed for catecholamine 
estimation. (American Journal of Clinical Pathol- 
ogy, October, 1960, p. 293.) 


Folic Acid Deficiency 


GILES AND BURTON administered folic acid and 
iron (ferrous sulfate) to 758 women during the 
last trimester of pregnancy and compared their 
hemoglobin levels to 721 controls receiving iron 
alone. The mean hemoglobin value of the folic 
acid group was 82.2 per cent compared to 79.8 per 
cent in the controls. Routine administration of 
folic acid and iron resulted in restoring normal 
hemoglobin values in 90 per cent of the patients 
treated. In 14 of 41 cases of megaloblastic 
anemia, there was evidence of diminished fat ab- 
sorption. (British Medical Journal, August 27, 
1960, pp. 636-40.) 


Chemical Meningitis 


ASEPTIC MENINGITIS developed after giving spinal 
anesthesia to five patients. Each patient ap- 
peared to have an acute bacterial meningitis by 
spinal fluid cellular findings but no organism 
could be demonstrated. Recovery was prompt 
and no neurologic changes were encountered. The 
development of meningeal irritation after spinal 
anesthesia was secondary to the intrathecal in- 
jection of phenolic disinfectant remaining in the 
syringes following a cleansing procedure using a 
phenolic disinfectant. Goldman and Sanford urge 
that syringes for administration of intrathecal 
materials should not be exposed to chemical 
cleansing or disinfecting agents. (American Jour- 
nal of Medicine, July, 1960, pp. 94-101.) 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.” 


Indications and dosages 
Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 

ide: Large joint, 20 to 80 mg.; me- 

ium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 
Precautions 
Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 

Each cc. contains: 

Medrol (methylprednisolone) 

Polyethylene glycol 4000 ... 29 mg. 


Sodium chloride ........... 8.7 mg. 

Myristyl-gamma-picolinium 

Water for injection ........ q.8. 


Supplied: 1 cc. and 5 ce. vials 
20 mg. per cc. 
Each cc. contains: 
Medrol (methylprednisolone) 
Polyethylene glycol 4000 ... 29.6 mg. 


ium chloride ........... 8.9 mg. 
Myristyl-g picolini 


Water for injection ........ q.8. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U. S. Pat. Off. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 
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The Prosident’s Address 


Presented before the Congress of Delegates 
at the Annual Scientific Assembly 
in Miami Beach, April 15, 1961. 


MY YEAR AS PRESIDENT of the American Acad- 
emy of General Practice has been marked by 
many events that stamped indelible imprints on 
my mind. They relate to government interven- 
tion in health care programs, intraprofessional 
conflicts and the role our Academy must play in 
directing the family doctor training program 
within the framework of the American Medical 
Association. 

In this age of jet travel and space exploration 
we are constantly reminded that national borders 
no longer restrict our influence to the confines of 
our own country. My first official duty a year 
ago following the Annual Assembly was to rep- 
resent the American Academy of General Prac- 
tice in London as a guest of the College of General 
Practitioners of England. My last official duty 
prior to this meeting was being guest speaker at 
the Fifth Annual Scientific Assembly of the 
College of General Practice of Canada. 

I am impressed with the observation that we 
must think in terms of family doctor programs 
in the many countries that offer no language bar- 
rier to impede communications and exchange of 
ideas. 

I recommend that we reactivate our thoughts 
in an effort to promote an international associ- 
ation of family physicians among the English- 
speaking nations. 

Since the last annual meeting we have seen a 
change of administration in our nation’s capitol— 
with the present administration dedicated in 
principle to the control of medical care under a 
federal governmental social security system. 
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Special Features 


Suddenly, doctors all over the country have be- 
come alarmed at the possibility of socialized 
medicine. Telegrams, letter-writing, speeches 
and conferences are demanded of our national 
medical leaders. A so-called “‘crash program”’ is 
urgent. 

Why are we placed in this unfortunate position 
of having to defend a system of medical care that 
has produced the highest quality of medicine and 
surgery in the world today? Are we about to lose 
this top-ranking position? 

My visit to London, England, awakened me to 
the facts about the College of General Practi- 
tioners of England and about the National 
Health Service under which most English physi- 
cians practice. My impression was that the 
medical profession of England has dedicated it- 
self to rendering the best possible medical service 
under conditions that are practically uncontrol- 
lable from a medical viewpoint. 

The Rritish doctor hopes that his counterpart 
in the United States may profit by the experi- 
ences abroad and that the American medical 
profession will not fall into the same traps that 
brought about socialized medicine in England. 

The London Times, 
referring to the Brit- 
ish Medical Associa- 
tion and the govern- 
ment, stated: “There 
is no doubt that the 
original idea of a 
partnership has been 
steadily and slowly— 
almost insidiously— 
displaced by what has 
been aptly called the 
employer-employee 
relationship, the pro- 
fession being the em- 
ployee!”’ 

Small wonder it was 
that a _ reactivated 


John G. Walsh, M.D. 
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DONNAGEL’S comprehensive antidiarrheal formulation gives 
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6.0 Gm. Natural belladonna alkaloids: 
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The President’s Address 


@eaiarm startled me when a year ago this month 
the first newspaper that I purchased upon re- 
jurning to New York related an interview with 
a candidate for the Presidency of the United 
States in which the question was asked, ‘“Would 
you summarize what you think the domestic is- 
sues will be in the coming campaign?” The an- 
swer in part was, ““There’s a good deal of interest 
ih medical care for the aged, the so-called 
Forand bill. I’m strongly in favor of it myself.” 

We have only to read that bill to see clearly 
that the surgical control of our practices is pre- 
Gsely written into that type of legislation which 
would cover a large segment of our population. 

Why are we bombarded with that type of pro- 
gam that we’re convinced would lower the qual- 
ity of medical care? 

But if we denounce one type of health scheme 
% socialistic, do we in turn work just as hard to 
perfect what we believe is a better plan? Are we 
Willing to sacrifice our time and energy in an ef- 
fort to formulate sound health care programs 
based upon mutual understanding among the 
various segments of our profession? 


Internal Conflicts May Destroy System 


While the so-called external forces of our so- 
ciety strive incessantly to influence passage of 
legislation that would control medical practice 
through a federal bureaucracy, we may first de- 
stroy our present system through the so-called 
internal conflicts within our own circles of or- 
ganized medicine. 

In October, six months ago, at the annual con- 
vention of the American College of Surgeons, 
that organization’s spokesman ridiculed the prin- 
ciple of free choice of doctor with such state- 
ments as “I’m not impressed with the sanctity 
of free choice, because most people are unable to 
exercise this choice wisely.” 

At that very moment the official publications 
Othe American Medical Association stressed the 
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essential arguments against a socialized medical 
care program, emphasizing especially the abso- 
lute necessity of adhering to the “free choice 
principle.” 

Voluntary health insurance through Blue 
Shield, Blue Cross and commerical carrier plans 
has grown at a fantastic rate in only a decade of 
years. However, it’s the abuses of some of these 
plans that stifle greater growth and the possibil- 
ity of more closely meeting the needs and de- 
mands of the public. 

The medical profession cannot isolate itself 
from the active participation in and the con- 
structive planning of all health insurance pro- 
grams. This is not merely the privilege of a 
physician; it is his duty. Any existing frailty of 
a voluntary health insurance plan is the direct 
concern of all doctors. 

With the fragmentation of modern medical 
practice into many different special interest 
groups, each group becomes interested in the 
science and economics of medical practice as it 
specifically affects its own members. Thus, dis- 
putes arise concerning free choice, dual and mul- 
tiple fee schedules, restriction of hospital privi- 
leges, specialism with board certification and 
qualification of general practice versus qualifica- 
tion of specialty practice. Although these con- 
flicts of interest are a relatively small part of our 
over-all problems of medical care, they are mag- 
nified in the minds of our patients. And a public 
image is what people believe is so—whether or 
not it really is. 

Why cannot medical leaders in the various 
special societies accomplish common objectives 
by a closer relationship to each other? This 
must be a more active and realistic program 
primarily directed by the American Medical As- 
sociation, the so-called parent organization. 

Of the hundreds of letters I’ve received this 
year, many are critical of a lack of initiative on 
the part of organized medicine. Typical letters 
mention the public’s appreciation of what they 
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The President’s Address 


call “‘my doctor.” This usually means the family 
physician. 

One letter from a physician states: “The 
American Medical Association has been our 
spokesman. Many people oppose the AMA. It 
would probably help if other national societies 
would publicly state their views. It would be im- 
pressive to see the American Academy of Gen- 
eral Practice, the American College of Surgeons 
and other groups express opposition to legis- 
lation that would socialize the practice of medi- 
cine.” 

If the American Medical Association has lost 
any prestige, it may be in part that the policy- 
making Board of Trustees has not yet recognized 
the importance of a strong coalition of medical 
organizations drawn closely together with com- 
mon objectives that penetrate into the mind of 
each individual member of the AMA, regardless 
of the special society membership card that he 
may carry. For it appears that the AMA cannot 
shoulder that responsibility most effectively 
without calling in all the medical organizational 
forces available. 

Recently I received a letter from a nationally 
known science writer of many years’ experience 
who was disturbed at the “static unreason and 
the status quo” of organized medicine’s hier- 
archy. It said in part: “It seems increasingly ob- 
vious to me that medicine will fail to solve its 
own problems because of the strength of this 
stubbornness—and because those of you who 
recognize the problem have not the organiza- 
tional strength to budge the basic inertia—and 
that, as a consequence, government is going to 
shove an unpalatable plan right down the throats 
of all of us.” 

Never has medicine known such a golden era of 
scientific skills and intelligence, but we must ap- 
ply our minds to solving the social and economic 
problems that are just as much a part of 20th 
century medical practice as the scientific achieve- 
ments themselves. 
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Concern for Family Physicians 


One fact is crystal clear in the panorama of 
medical care. That is, patients want and need a 
family physician who is well-trained and closely 
allied with the numerous specialists involved in 
modern-day medical and surgical practice. 

Criticisms directed toward the medical pro- 
fession today stress the lack of concern by many 
doctors for the patient as a human entity with 
not only a body but also a mental and spiritual 
component. That total personality, the patient, 
is often struggling in an environment of modern 
scientific technology that actually bewilders him. 
The cost of this scientific advance is not always 
easily solved. > 

Several months ago on a speaking tour that 
took me to South Carolina, I received a letter at 
my hotel addressed to the “President of the 
AAGP,” with a poem enclosed. The author, a 
Spartanburg businessman, had written a poem 
entitled “The Old Family Doctor, Physician, 
Adviser, Friend.’”’ A portion I’d like to quote to 
you: 


“That grand, old Doctor drove o’er hill and dale, 
And lost much sleep in keeping people hale, 


Strict duty was his motto, day and night. 

In his fine code, wrong never passed for right. 
He had love and compassion for the poor, 

And ne’er was known to turn one from his door. 


He had scant wealth, and yet he had renown, 
Was honored in the country and the town; 


As we recall that prototype of state, 
Beloved physician, let us emulate 
His virtues while we serve humanity, 
Commending him to immortality!”’ 


Many articles have been published in national 
magazines showing deep concern for the future of 


133 


P 

| 
° 


when 
he’s 
ready 
for 


cereals... 


your 


guidance 


is 
still 


important 


Mother looks for your guidance 


“Cereal is an excellent food to offer the baby who 
has a large appetite early in life and is not satisfied 
with the calories provided by his intake of milk.” 
When to start and what cereal to choose for baby? 
These are important questions for a mother. Your 
guidance is as important now as when you pre- 
scribed baby’s first formula. 


Five tasteful varieties— Rice, Mixed, Oatmeal, Bar- 
ley and High Protein—help with important taste- 
training and feeding patterns. In addition to 
calories, PABLUM Cereals provide protein, carbo- 
hydrate, vitamins, and important minerals—es- 
pecially iron. They are formulated especially to 
help meet the infant’s nutritional needs when he 
graduates to solid foods. 


Baby needs your guidance 


Because rice is hypoallergenic,2 PABLUM Rice 
Cereal is well suited to the allergic infant. 


PABLUM High Protein Cereal is useful when the 
diet requires added protein. It has been noted that 
“addition of PABLUM to infants’ diets consider- 
ably increased the amount of fluorine ingested” 
an important consideration for caries prevention. 


When you specify PABLUM, you are sure of safe, }) 
sound, nutritious cereals for baby’s early years. 


Specified by physicians for nearly 30 years. 


References: (1) Bartram, J. B., in Nelson, W. E.: Textbook of Pedi- 
atrics, ed. 7, Philadelphia, W. B. Saunders Company, 1959, p. 128. 
(2) Benson, R. A., and Kimball, F. T:: Arch. Pediat. 64:476, 1947. 
(3) Ham, M. P, and Smith, M. D.: J. Nutrition 53:215, 1954. 
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the family physician. On two occasions within 
four years, family doctor practice has been on 
the agenda of the Annual Meeting of the Congress 
on Medical Education and Licensure, sponsored 
by the Council on Medical Education and Hos- 
pitals of the AMA. The “General Practitioner of 
the Year” award, sponsored by the Board of 
Trustees of the AMA, as well as action by the 
House of Delegates of the AMA voting approval 
of a two-year family doctor training program, 
must indicate an increasing concern for the wel- 
fare and future of the general practitioner. 

A disturbing observation has been that the 
“General Practitioner of the Year” award has 
been used primarily for publicity during a period 
when the public’s devotion to organized medi- 
cine has been waning. In turn, it is consoling to 
know that the contributions of general practice 
are so valuable to all of medicine. This we hope 
to preserve. 

How much influence is the American Academy 
of General Practice willing to exert in shaping the 
family doctor of tomorrow? 

Our Academy believes that the field of general 
practice must remain broad and comprehensive 
in order to meet the needs of the public and to 
maintain the proper relationship to the numerous 
specialties. Our policy relating to preparation 
recommends a minimum two-year residency 
training period to include medicine, pediatrics, 
obstetrics and certain aspects of surgery. This 
does not mean that we recommend a “Jack of All 
Trades” in all of these fields of practice, but 
rather a doctor equipped to care for a wide vari- 
ety of conditions commonly encountered in mod- 
ern day medical practice whether in or out of the 
hospital. 

If the general public needs that type of physi- 
cian, and if the Academy of General Practice be- 
lieves in its stated objectives as related to medi- 
cal education, how can these goals be best ac- 
complished? 

The Council on Medical Education of the 
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AMA has not yet, in a three-year study, pro- 
duced a general practice program that is attrac- 
tive in any great degree to the medical student. 
One of the chief concerns of the future doctor is 
the uncertainty of adequate hospital privileges 
when he applies at his community hospital. 
Another is the question of how comprehensive 
his training should be in order to maintain the 
highest possible standard of medical and surgical 
practice. He does not intend to be a second-class 
citizen or to be even considered in that light. 
The flood of criticism directed at the editor of 
the Journal of the American Medical Association 
following an editorial entitled ‘Family Physi- 
cian,” published February 18, 1961, was not 
surprising. The editorial (published two weeks 
after the Congress on Medical Education had 
devoted a considerable portion of its program to 
future general practice training) said: “The es- 
sential quality that identifies a family physician 
is concerned, not primarily with the care of an 


_entire family, but is chiefly characterized by a 


special attitude of responsibility to the individ- 
ual patient. It is not the quality of general com- 
petence hopefully expected, but less and less 
possible of attainment, in the ‘Jack of All Trades’ 
general practitioner.”’ 

The public desires more family doctors, or- 
ganized medicine opposes socialized medicine, 
American medicine is the best in the world with 
“free choice” and the editor of the JAMA con- 
demns the general practitioner who comprises 
the majority of the AMA membership. 

The Flexner report, entitled “‘Medical Educa- 
tion in the United States and Canada,” pub- 
lished in 1910, pointed out the lack of adequate 
medical school training resulting in a feeling of 
unfitness for the responsibilities of medical prac- 
tice on the part of the more conscientious doctor. 
The postgraduate school originated as a neces- 
sity to more nearly mold the physician to the 
public’s needs. 

After a half-century of transition in the field of 
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The President's Address 


medical education concentrating upon formal 
training in many specialty fields to the neglect of 
general practice, are we ready to lead the way in 
directing a formal program of general practice 
training? 

The proposed additional staff appointment of a 
director of medical education for the AAGP, 
with the duties of coordinating all programs in- 
volved in undergraduate, graduate and post- 
graduate education in the field of general prac- 
tice, seevas more than ever to offer the oppor- 
tunity for pioneering in this essential phase of 
our objective. 

_ Just as the postgraduate schools of a half-cen- 

tury ago met the needs until a better, formal 
program was organized, so, too, perhaps the 
Academy of General Practice should set the pat- 
tern for general practice education through the 
postgraduate school. A more formal training 
program might eventually supplant the post- 
graduate school, just as the university programs 
engulfed the postgraduate schools a half-century 
ago. 

This type of program is not confined exclusively 
in the minds of the general practitioner. Medical 
educators in specialty practice have expressed 
similar thoughts. If the ultimate results would 
produce family physicians of the quality and 
quantity expected by our American public, then 
such a proposal warrants a thorough investiga- 
tion to determine its feasibility. This I recom- 
mend to you. 

The financial obligation of a program of that 
Magnitude might be met through an expanding 
fund directed by the AAGP Foundation that was 
organized two years ago. 


Is Board-Certification Essential? 


_ In discussions relating to elevating standards 
In general practice, we must consider the subject 
of board certification in general practice. Would 
It serve a good purpose or would it further sub- 
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divide the profession by segregating another seg- 
ment of special-interest doctors? 

This question must be resolved principally by 
the AAGP, the Section on General Practice of 
the AMA, the Advisory Board for Medical 
Specialties and the Council on Medical Educa- 
tion and Hospitals of the AMA. The incorpora- 
tion of an unofficial American Board of General 
Practice two years ago unfortunately incited a 
controversy out of proportion to the importance 
of the subject. 

I can assure you that all parties concerned with 
this proposal have the same objectives as it re- 
lates to a high quality of general practice stand- 
ards. All organizations involved in planning 
this program are cooperating to determine the 
feasibility of such a certifying program. 

Board certification in a specialty has become 
identified by many groups, in and out of medi- 
cine, with competence in medical practice. It is 
true in many hospital staff policies, especially 
those affiliated with a university residency pro- 
gram. It has a bearing on the policies of several 
important medical care plans of both the closed 
panel and the so-called “free choice” varieties. 

The medical student and intern cannot help 
but be impressed with the stature, prestige and 
favored position of the board-certified doctor. 

Regulations in many teaching hospitals af- 
filiated with medical schools limit the faculty to 
physicians who are board-certified. In some 
areas this barrier has been insurmountable when 
efforts are made to add general practitioners to 
the medical school faculty. 

We all know that certification in a specialty or 
in general practice is not necessarily synonymous 
with competence, but it may well be essential to 
maintain the proper position of general practice 
in a period dominated by restrictions based upon 
a diploma or membership in a special group. 

The spread of government-controlled medical 
care programs may force the development of a 
Board of General Practice that would be recog- 
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nized in the over-all medical care program with 
the many third-party plans that seek to set up ar- 
bitrary standards of quality in medical practice. 

This portion of our planning must take a top 
priority rating and must be worked out through 
the combined efforts and mutual understanding 
of all groups studying the proposal. 

A year of travel crowded with medical, eco- 
nomic and political aspects of modern medicine 
reveals more clearly to me the responsibilities 
that must be assumed by the American Academy 
of General Practice. If we attempt to shift the 
burden to others, we stand to lose what we be- 
lieve is in the best interest of the public welfare, 
the main objective of our combined efforts. 

Down to the “grass roots” we must confide in 
the general public and explain by every means 
available our actions on all issues that concern 
health needs. We have nothing to be ashamed of, 
and we must not hide under the canopy of a 
Medical organization and hope that the public 
thereby will be properly enlightened. 

Every modern family doctor must truly be 
physician, adviser, friend and politician if he shall 
serve his profession and the public to full capacity. 


I believe that family doctors of the United 
States have not realized their potential of in- 
fluence in all spheres of activity, whether it be 
scientific, economic or political. 

I believe we should do more leading and less 
following. This is a necessary part of our pro- 
gram if we are to help rescue a noble profession 
whose public image has been distorted. 

I propose that the American Academy of Gen- 
eral Practice consider the establishment of an 
annual award entitled “The Outstanding Family 
Physician of the United States.” This can be 
more properly conducted by our Academy than 
by any other medical organization. It would be 
consistent with our constant efforts to show the 
public that we are interested in producing family 
doctors to meet the need and not for any ex- 
pedient motive 

In conclusion, I state with a firm conviction 
that the American Academy of General Prac- 
tice has within its grasp the opportunity to as- 
sume a major share in shaping medical practice 
in this country for the next century. The ques- 
tion is, ‘Will you accept this responsibility?” 

I believe you will. 


Hospital Stay 
Declines 


THE AVERAGE NUMBER of days each American spent in general and special hospitals, 
mental hospitals and special tuberculosis hospitals in 1959 was 2.8—the 1940 level. 
However, according to the Health Insurance Institute, hospital admission rates were 


75 per cent higher than 20 years ago. In 1940, there were 74 admissions to general and 
special hospitals for each 1,000 persons compared to 130 per 1,000 in 1959. 
In spite of increased admissions, the Institute pointed out, medical advances helped 


reduce the length of stay in these hospitals from an average 13.7 days in 1940 to 9.6 
days in 1959. This decrease was the leading reason for the number of days in ail hos- 
pitals for each 1,000 persons in this country to decline from 2,839 days in 1940 to 
2,811 days in 1959. 
The reduction in the length of hospital stays played a key role in keeping the demand 
‘for hospital services in bounds. If the average length of stay had remained at its 1940 
level, the rise in admissions would have produced 1,789 days in these hospitals for each 
1,000 persons—43 per cent above the actual figure of 1,254 days. 
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Bedside Diagnosis. 

bth ed. By Charles Seward, M.D. Pp. 479. Price, $6. 

Williams & Wilkins Company, Baltimore, 1960. 

Tuis Is the fifth edition of an excellent little hand- 
book devoted to the differential diagnosis of common 
diseases. 

As the foreword indicates, the author stresses 
that causes of disease are often indicated by the 
grouping and mode of development of symptoms 
and signs. Thus each chapter discusses a common 
presenting symptom, for instance, hemoptysis. 

The chapter starts with a synopsis of the possible 
tause of the presenting symptom, such as anemia, 
hemoptysis, cough or dyspnea. It then discusses 
the derangements in physiology and anatomy that 
may give rise to the symptom or sign of which the 
patient complains. Outlined next are possible causes, 
associated clinical signs and accessory investigations 
Which may be helpful in establishing the diagnosis. 

One chapter deals with the problem of drug- 
induced disease. The material is necessarily sketchy 
but can act as a guide to further investigation. The 
next-to-the-last chapter is a fairly good summation 
of the use of radioactive isotopes in diagnostic pro- 
cedures. The final chapter gives normal laboratory 
Values associated with the various systems of the 
body. (I suppose no book on diagnosis lacks such 
a chapter.) 

This well-written handbook would be a worth- 
while possession for every medical student and gen- 
eral practitioner. 

—SamM SUGAR, M.D. and JOHN W. RICE, M.D. 


The Head, Neck and Trunk. 
2nd ed. By Daniel P. Quiring, PH.D. Revised and edited 
by John H. Warfel, PH.p. Pp. 124. Price, $3.25. Lea & 
Febiger, Philadelphia, 1960. 


THIS BOOK DEMONSTRATES an unusual approach to 


the anatomy of the striated muscle of the head,. 


neck and trunk. On each of 108 pages a diagram 
shows the attachments of one skeletal muscle with 
its associated nerve and chief arterial supply. Below 
the diagram are listed the origin, insertion, function, 
herve supply and artery supply of the muscle shown 
above. At the bottom of the page are references to 
the 27th edition of Gray’s Anatomy and the ninth 
edition of Cunningham’s Textbook of Anatomy. The 
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muscles of the left side of the body are shown through- 
out and their Latin names are given. 

The Head, Neck and Trunk will be helpful to any- 
one doing surgery in these areas, since each muscle 
is shown separately rather than in the style of the 
usual textbook illustration. The use of the book in 
conjunction with Gray’s Anatomy or Cunningham’s 
Textbook of Anatomy gives a more precise picture of 
the striated muscle, nerve and artery in the area 


‘under consideration. For this reason, the book will 


aid the general practitioner who performs surgery. 
—A. J. FRANZI, M.D. 


From Fish to Philosopher. 

Revised ed. By Homer W. Smith. Pp. 304. Ciba Pharma- 

ceutical Products, Inc., Summit, N.J., 1960. 

HERE Is a delightful philosophic treatise written by 
an outstanding renal physiologist. ~ 

Early in the book Dr. Smith shows that a stable 
internal environment was necessary for the evolution 
of more complicated forms of life: “Without an in- 
ternal environment of relatively constant composi- 
tion in which complicated nerves, muscles and glands 
could attain a high degree of elaboration and func- 
tion in security, it is unlikely that the fresh water 
fishes, with their elaborate sensory and motor equip- 
ment, would ever have been evolved. It was the 
evolution of the kidney that supplied the vertebrates 
with this stable body fluid.” 

The evolution of the kidney as the most important 
regulator of our internal environment is traced from 
fish to man. There is a fascinating chapter on lung 
fish, which were used by Dr. Smith in some of his 
early research on the kidney. A pleasant excursion 
into the field of music is taken in the chapter on con- 
sciousness. An analysis of fingering speed on the 
piano, particularly in some of the complicated pas- 
sages of Chopin, indicates that the upper range of 
fingering is from 20 to 30 notes a second. This speed 
requires split-second coordination of muscles and 
nerves. 

In this revised edition, a chapter on dropsy and 
diuresis is included. The development of diuretics 
from the crude mercurials to the thiazide compounds 
is traced. The first breakthrough was the accidental 
discovery, in 1919, that novasurol, developed for 
treatment of syphilis, was actually a good diuretic. 


141 


The Medical Clinics 


of 


North America 


Learn from Postgraduate 
Teaching Originating at the 
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No Traveling Involved —The Instructors Come to 
You! A subscription to the Medical Clinics of North 
America puts you in constant touch with the latest and 
most useful information on day-to-day medicine at a 
modest cost. Each bi-monthly symposium comes from 
leading medical centers—original writing by well-known 
internists who pass on the essence of their experience. 
This continuing flow of information on examination, 
methods of treatment, new drugs, proven tests, follow-up 
care and management is concise, vital, and liberally illus- 
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275 page number is crammed with facts from cover to 
cover. Cost of the CLINICS in cloth binding is $18.00 
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Paper binding is only $15.00 per year. Why not start 
your subscription now with the exciting JULY issue de- 
scribed to the right? > 


July Number 


The Efficacy 
of New Drugs 


Howard F. Conn, Guest Editor 
Partial Contents 


Current Status of Griseofulvin and Amphotericin B— 
The Misuse of Antimicrobics—Newer Dermatologic 
Methods for Using Corticosteroids More Efficaciously — 
Adrenocorticosteroids in Medical Emergencies— Anti- 
coagulation Therapy Today—Fibrinolytic Agents—Hor- 
monal Agents in Gynecology and Obstetrics—Muscle 
Relaxants in Neurospastic Diseases—Depression: Diag- 
nosis and Treatment—Radioisotopes in Clinical Med- 
icine—Vaccines for Viruses. 


— Perez-Tamayo— 


Mechanisms 


Here is an authoritative volume that provides you 
with a vivid and immediately useful discussion of the 
action of disease in the human body. The author pre- 
sents you with a clinically-applicable picture of disease 
as a loss of homeostasis. He includes guidelines on how 
to recognize the presence of disease-producing mecha- 
nisms, how to determine their nature and extent, and 
how to pinpoint the exact agent causing the disturbance. 

You'll appreciate the way this unusual book beauti- 
fully integrates morphologic change with functional 


of Disease 


derangement, giving fast, easy-to-find help on pathologic 
problems. In the first part of the book you'll find the 
general aspects of cellular pathology, including up-to- 
date material on chemical and physical alterations in 
disease. The second section of the book develops a 
coherent view of disease as uncompensated disturb- 
ance of self-regulating mechanisms. 


By RUY PEREZ-TAMAYO, M.D., Professor as Director of the Department of 
Pathology of the School of Medici ity of Mexico. About 704 
pages, 6}4"x9%”" with about 232 illustrations. aie $15. 00. New—Ready July! 


TODAY!- 
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When it was noted that some of the sulfonamide com- 
pounds tested as antibiotics had diuretic properties 
as well, a great search began for a sulfonamide that 
would be a good oral diuretic without having antimi- 
crobial action. Chlorothiazide was found to be an 
excellent diuretic. Now, numerous analogues of 
chlorothiazide are also available. 

This book is well written, easy to read and of a size 
that can be slipped into a pocket. Carry it with you 
and when you have a few free minutes, read a chapter 
or two. — ARTHUR C. DEGRAFF, M.D. 


Medical Problems of Modern Air Travel. 

By Harold V. Ellingson, M.D. Pp. 26. Price, $2. F. A. 

Davis Company, Philadelphia, 1960. 

THIS BRIEF MONOGRAPH is practical and timely. 
Problems of air travel are presented at a clinical 
level, with proper guidance to their solution. 

Air transportation of the sick is also discussed and 
recommendations to flying personnel and to pas- 
sengers are included. An excellent bibliography ac- 
companies the text. This lucid, readable booklet will 
aid any physician called on to answer the question, 
“Will I be able to go by air?” 

—FountT RICHARDSON, M.D. 


Neurology Simplified. 

By David LaFia, M.p. Pp. 175. Price, $6.75. Charles C 

Thomas, Springfield, Ill., 1960. 

THIS EXCELLENT LITTLE BOOK should prove invalu- 
able to general practitioners in their everyday work. 
Dr. LaFia’s simplified approach to diagnosis and 
treatment of neurologic disorders removes many of 
the frustrations that beset the average physician 
when confronted with a CNS problem. 

The book deals with three major subjects: (1) the 
technique of clinical neurologic diagnosis; (2) the 
basic facts of anatomy, physiology and pathology of 
the nervous system, and (3) the 15 commonest neuro- 
logic conditions, with streamlined case reports. 

With the help of this book, the physician can feel 
more confident in dealing with headache, discs, pe- 
ripheral nerve lesions, vascular accidents and trauma. 
He also gains better understanding of how to treat a 
case or when to refer it to a neurosurgeon. Dr. LaFia 
is to be commended for a superior work. 

—SIDNEY R. BRANSON, M.D. 
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The Clinical Use of Aldosterone Antagonists. 
Edited by Frederic C. Bartter, M.D. Pp. 211. Price, $5. 
Charles C Thomas, Springfield, Ill., 1960. 


SEVERAL YEARS AGO, G. D. Searle & Co. produced 
and distributed for study three spirolactones to a 
number of investigators. These men assembled in 
Chicago on October 16, 1958, to report and discuss 
their results. Almost two years later, the papers 
presented at that conference, together with the 
discussions, were published in book form. A consider- 
able amount of additional work has been done on the 
spirolactones since this conference and one of the 
compounds is now available for general use as a pre- 
scription item. 

Spirolactones oppose the action of aldosterone and 
other sodium-retaining steroids. This action takes 
place at the renal tubule. Reports of several investi- 
gators show that in cases of primary aldosteronism 
the spirolactones can effectively block aldosterone 
effects on the renal tubule. The results appear also 
to be good in cirrhosis of the liver where there is 
fluid retention. Effective diuresis is usually obtained 
by the administration of spirolactone. However, the 
results are not quite as good in the case of fluid 
retention in congestive heart failure. 

The reports presented at the Chicago conference 
indicate that spirolactones have a definite place in 
the treatment of fluid retention but that they are 
effective only insofar as the retained fluid is related 
to excessive secretion of aldosterone, whose effect 
is then blocked by the spirolactones. 

— ARTHUR C. DEGRAFF, M.D. 


Motor Examination of Peripheral Nerve Injuries. 

By Y. T. Oester, M.D., and John H. Mayer, Jr., M.D. Pp. 

89. Price, $5.50. Charles C Thomas, Springfield, Ill., 1960. 
THIS SMALL BOOK offers practical, pictorial instruc- 
tions for examination of the peripheral nerve palsies. 

Diagrams and photographs illustrate every point 
of the text, which is extremely readable and brief. 
The monograph contains only 89 pages, largely 
taken up by good photographs, illustrations and 
diagrams. 

I think all physicians will find, as I did, that this 
is a handy, effective reference source for review of 
the numerous peripheral nerve palsies with which we 
are all confronted. —F. A. CARMICHAEL, M.D. 
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ATARAXOID IN BRIEF Araraxow contains the 
glucocorticoid, prednisolone, and the ataractic 
agent, hydroxyzine. ADVANTAGES: Ataraxom 
combines the tension-relieving effects of hydroxy- 
zine with the anti-inflammatory action of predni- 
$olone, a well-established corticosteroid, for supe- 
rior control without unexpected side effects. Owing 
to the lessening of the anxiety component, there is 
often an enhanced response to prednisolone, per- 
Mitting significant reduction in the steroid dosage 
Fequired to provide relief. INDICATIONS: Those 
Conditions amenable to steroid therapy in which 
anxiety and other emotional factors are associated ; 
allergic/inflammatory diseases of the skin and eyes, 
Chronic bronchial asthma, severe hay fever, and 
other allergic states ; rheumatoid arthritis; collagen 
Wiseases and related conditions; and other muscu- 
loskeletal disorders (myositis, fibrositis, bursitis, 
etc.). ADMINISTRATION AND DOSAGE: 
Araraxo1 dosage varies with individual response. 
Clinical experience suggests the following daily 
Gosage: Initial therapy —4-6 ATARAxow 5.0 Tab- 
lets. Maintenance—1-4 Ataraxow 5.0 Tablets or 
2-8 Ataraxow 2.5 Tablets. After initial suppres- 
Sive therapy, gradual reduction of prednisolone 
dosage should begin and continue until the small- 
est effective dose is reached. Prescribe in divided 
doses, after meals and at bedtime. SIDE EFFECTS: 
Prednisolone may produce all of the side effects 
Common to other corticosteroids. As with other 
Corticosteroids, insomnia, mild hirsutism, moon- 
face and sodium retention have occurred. Osteo- 
porosis may develop after long-term corticosteroid 
therapy. PRECAUTIONS AND CONTRAINDI- 
CATIONS: Usual corticosteroid precautions should 
be observed. Incidence of peptic ulcer may increase 
on long-term prednisolone therapy. However, ther- 
apy has often been maintained for long periods 
without adverse effects. Contraindicated in infec- 
tious disease including active tuberculosis (except 
under close supervision), peptic ulcer, certain in- 
fections of the cornea, such as dendritic keratitis, 
superficial punctate keratitis, epidemic keratocon- 
junctivitis, and in patients with emotional insta- 
bility. Caution is indicated in the treatment of 
diabetic patients and patients with severe cardio- 
vascular disease, and in some cases sodium restric- 
tion and potassium supplementation must be con- 
sidered. SUPPLIED: As green, scored ATARAXOID 
5.0 Tablets, containing 5 mg. prednisolone and 10 
mg. hydroxyzine hydrochloride and blue, scored 
Ataraxor 2.5 Tablets, containing 2.5 mg. predni- 
solone and 10 mg. hydroxyzine hydrochloride. 


More detailed professional information available 
on request. 


1. Brown, E. B., and Seideman, T.: J. Allergy 
29:80, Jan., 1958. 
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Treatment of Urinary Lithiasis. 

Edited by Arthur J. Butt, m.p. Pp. 577. Price, $21. 

Charles C Thomas, Springfield, IUl., 1960. 

In 1956 Dr. Arthur Butt edited Etiologic Factors 
in Renal Lithiasis. Now, in this valuable book, he 
has combined studies of etiologic factors with those 
on treatment and prevention of urinary lithiasis. 

Dr. Butt has enlisted the aid of several dis- 
tinguished contributors, each a specialist in his 
topic. Therefore, the book is completely up to date 
on aspects of the disorder, which has been elusive 
for centuries. 

Dr. Butt first gives an excellent historic review 
of urinary lithiasis studies and of the development 
of related surgical procedures and instruments. Each 
contributing author then discusses his special field 
in this complex problem. Pre- and postoperative 
care and various types of surgical procedures and 
medical management are expertly presented. Of 
particular interest is the chapter on the future of 
ultrasonic treatment of urinary lithiasis. 

The book is easy to read and is heavily illustrated. 
Physicians will enjoy and benefit from this fine pres- 
entation. I heartily recommend it. 

—T. E. McMILLAN, M.D. 


Manual of Hand Injuries. 

2nd ed. By H. Minor Nichols, M.p. Pp. 400. Price, $11. 

The Year Book Publishers, Inc., Chicago, 1960. 

Now IN ITS second edition, this excellent book covers 
the field of hand injuries concisely without sacrificing 
completeness. Dr. Nichols has properly emphasized 
the importance of restoring the function of the injured 
digit or hand. Thus the manual is of particular 
value to the general practitioner, the general surgeon 
and the physician in industry. Often the ultimate 
result of either a simple or a complex hand injury 
is directly related to its initial care. It is to those 
who most frequently give this first care that the 
book offers real service. 

The manual includes a superior anatomic section 
which carefully reviews the inter-relating, function- 
ing component parts of this complex organ. This 
section, illustrated by eight color plates, provides 
the basis for later chapters on basic operative tech- 
niques, major and minor hand injuries, burns, frac- 
tures, infections and such secondary surgical treat- 
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ments as delayed tendon repairs, tendon and skin 
grafting and reconstructive procedures. The book 
is amply illustrated with 205 photographs and line 
drawings. 

The text is basically a recognition of what, in the 
author’s opinion, is the very best method of care 
of the injured hand. Dr. Nichols has not reviewed 
the literature or included everyone’s treatment 
recommendations, whether good or bad. He has 
written what he, through his wide experience, con- 
siders to be the best. ; 

Dr. Nichols states in his preface that he has tried 
to make his material ‘come alive.’’ As an example 
of clear, concise writing, this manual could well 
become a model for other physician authors. 

—OTTO J. PRESTON, M.D. 


13 Famous Patients. 

By Noah D. Fabricant, M.D. Pp. 231. Price, $3.50. Chilton 

Company, Philadelphia, 1960. 

THIS BOOK presents a view of 13 famous patients 
that could not be obtained without extensive reading 
in many libraries. 

A physician can look with envy on the compre- 
hensive histories here, seldom seen in office or hos- 
pital practice. For example, letters, conversations 
with friends and impressions of associates breathe 
the warmth of life into the medical histories of these 
people. These data, added to the findings of their 
physicians, reveal facets never mentioned in one 
eompact form before. 

The lack of medical knowledge at given points in 
history certainly had a hand in influencing the events 
and men of the time. One can only speculate how 
history might be changed if Hitler could have had 
good psychiatric care, if Clarence Darrow could have 
had antibiotics for his mastoiditis or if Gandhi had 
had better nutrition. 

The book has an excellent bibliography for those 
interested in pursuing any of these stories. 

Recommended as reading for physicians and lay- 
men, 13 Famous Patients might also serve as a 
conversation piece in promoting medical careers for 
young people. The challenges and opportunities of 
the medical profession are dramatized in this book. 

— ROBERT E. HEERENS, M.D. 
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Australian Visitor Interested in Medical Education System 


Dr. John Yeatman Also Examines AAGP’s Continuing Study Requirement 


Dr. JOHN YEATMAN, a member of the Australian 
College of General Practitioners and holder of a 
Nuffield Foundation Travelling Fellowship, re- 
cently spent several weeks in this country study- 
ing our system of medical education, both gradu- 
ate and postgraduate. 

During his visit to AAGP Headquarters in 
Kansas City, his interest turned chiefly to the 
continuing study requirement for membership, 
the hallmark of the Academy. 

Dr. Yeatman came fully qualified for such a 
perusal. He is a member of the South Australian 
Faculty (chapter) Board; is on that chapter’s 
Medical Education Committee; was chosen to 
represent the chapter on the University’s Post- 
graduate Committee, and was honored by the 
committee by being placed on its Programs Com- 
mittee. The latter is in charge of planning all of 
the postgraduate courses and lectures given by 
the school. 

Dr. Yeatman told Headquarters staffers that 
the Australian College is considering instituting 
continuing education requirements, but it is anx- 
ious to learn of the means of implementation. 

Aussie Study Opportunities 

About a year ago, Dr. W. A. Conolly, president 
of the Australian College, also made a visit to 
Academy Headquarters. At that time Dr. Conol- 
ly revealed that his own college did not require a 
specific number of hours for continuing member- 
ship because of the lack of postgraduate oppor- 
tunities, outside of the medical schools. 

While medical schools continue to provide 
most of the postgraduate education opportunities 
in Australia, Visitor Yeatman expressed the be- 
lief that Aussie general practitioners have a great 
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many more courses and lectures available to them 
now. 

There are five medical schools in Australia, 
with the fortunate circumstance that they are 
located in five of the six states. Geographically 
then, most Australian physicians are within range 
of available study. 

In South Australia, Dr. Yeatman said a gen- 
eral refresher will run a week. There are annual 
courses in such fields as obstetrics and anesthesi- 
ology. In addition, there are lectures throughout 


This Matter of Continuing Study Requirements—Aus- 
tralian visitor, Dr. John Yeatman (left), learns how member- 
ship study requirements are met and recorded. The explana- 
tion is given by Mr. Charles Nyberg (seated right), assistant 
director of the AAGP, and Academy Member Jesse Rising, 
who heads the Department of Postgraduate Medical Educa- 
tion at the University of Kansas Medical Center. 
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the year and these are open to practicing 
physicians. 


Nuffield Grant 


Now on a six-month tour, Dr. Yeatman is one 

of four general practitioners selected by the Nuf- 
field Foundation of Great Britain (British coun- 
terpart of the Ford Foundation) to make a 
world-wide study in the field of his choice. The 
foundation provides traveling fellowships to four 
general practitioners for each of the next four 
years. 
Annually, three will be selected in Great 
Britain, the other will be chosen from each of the 
Dominions in turn. Next year, a Canadian gen- 
eral practitioner will be selected. The grant cov- 
ers a six-month traveling and living allowance. 


Vancouver to Kansas 


Dr. Yeatman, whose home is Unley Park, 
South Australia, arrived in Vancouver on April 
14. There he looked over the new Department of 
Postgraduate Medical Education at the Univer- 
sity of British Columbia, which, incidentally, has 
been patterned in large part after the program at 
the University of Kansas Medical Center, Kan- 
sas City, Kan. 

Dr. Yeatman then traveled to Kansas where 
he spent a fortnight at the KU Medical Center 
and throughout the state. Academy Member 
Jesse Rising, who heads the KU Department of 
Postgraduate Medical Education, was host to 
the Australian visitor. During his stay in Kansas 
Dr. Yeatman accompanied the medical center’s 
faculty team on one of its circuit courses. 

Dr. Rising divulged that this is the first time a 
visitor has covered a complete circuit course. 
Through his experience which took him to the 
circuit stops—Concordia, Colby, Garden City 
and Great Bend—the Australian general prac- 
titioner said he got the best first-hand knowledge 
of how medicine is practiced in this part of the 
country. 
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Australian Education Conference 


While at Academy Headquarters, Dr. Yeat- 
man also explained about the Australian Post- 
Graduate Federation in Medicine which held 
the first Australian Conference on Postgraduate 
Medical Education last fall. Through this federa- 
tion, he believes that general practitioners can 
make real advances in the education field in his 
country. 

The federation is comprised of the Melbourne 
Medical Post-Graduate Committee; the Post- 
Graduate Committee in Medicine in the Uni- 
versity of Sydney; the Post-Graduate Committee 
in Medicine, University of Adelaide; the Post- 
Graduate Medical Education Committee, the 
University of Queensland; the Post-Graduate 
Committee, Western Australia; and the Tas- 
manian Postgraduate Committee in Medicine. 

Among the many notables who spoke at the 
federation’s meeting was The Honourable Donald 
A. Cameron, Commonwealth Minister for Health, 
a position comparable to this country’s Secretary 
of Health, Education and Welfare. 

Australian general practitioners are fortunate 
in having an official like Dr. Cameron who is 
entirely sympathetic to their cause. Himself a 
former general practitioner, Dr. Cameron told 
the assembled physicians from all walks of Aus- 
tralian medicine: 

“The traditional pattern of medical practice 
in Australia has been that it is based on the gen- 
eral practitioner. This is not the same thing as 
saying that he plays a very important part; it is 
saying a great deal more. It is attributing a fun- 
damental importance to general practice. It 
means that the bulk of everyday care of the in- 
dividual’s and the family’s health, and the long- 
term and often intricate management of disease 
are in the hands of the general practitioner. In 
many—in fact, I think I can say in most—other 
countries, certainly in European countries, the 
basis of practice is really the hospital and the 
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clinic, and even if the general practitioner is 
regarded as important, his importance is second- 
ary and the scope of his activities correspondingly 
less. 

“The pattern of practice with which we are 
familiar has been traditional in our country be- 
cause it was suited to its conditions in the past, 
to its pioneering days, to its growth, and to the 
strong individualistic characteristics of its de- 
velopment.” 

Dr. Cameron went on to state that in a chang- 
ing world it is imperative that postgraduate medi- 
cal education operate and concentrate more than 
ever on the general practitioner. 


Mutual Problems 


Realizing the value of such an ally and the 
need to follow his advice, Dr. Yeatman confirmed 
that many professional problems in this country 
are also bothersome ‘“‘down under.” 

For instance, since the war, general practi- 
tioners are definitely in the minority among 
medical graduates in Australia. There are some 
“sticky” relations to be worked out with sur- 
geons and some of the other specialties. On the 
whole, however, the matter of hospital privileges 
hasn’t been as acute as in this country. 

Dr. Yeatman said most country general practi- 
tioners do their own surgery. Those in city prac- 
tice are more limited, but do not seem overly 
upset by the arrangement. 

In the matter of undergraduate education, 
Australia likewise uses the preceptorship to 
acquaint medical students with general practice. 
But there, all preceptorships are voluntary and 
of only two-week duration. 

The preceptorships are taken during the sum- 
mer vacation at the end of the fifth year or second 
to the last year. The student may elect to go to 
the country or to the city. 

The preceptors are chosen by the medical 
schools on recommendation of the Australian 
College faculty (chapter). 
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Remaining Itinerary 

After leaving Kansas City, Dr. Yeatman 
stopped in Chicago for a visit at American Medi- 
cal Association headquarters. While in Chicago 
he planned to attend the American Psychiatric 
Association meeting, for he has an expressed © 
interest in psychiatric education for both under- 
and postgraduate education. 

From Chicago, he proceeded to Toronto and a 
visit at the headquarters of the Canadian College 
of General Practice. In Montreal he spent some 
time at the psychiatric hospital which is affiliated 
with Royal Victoria Hospital. 

After a visit at Dalhousie Universiiy in Hali- 
fax, Dr. Yeatman came back to the United States 
for a stop at Harvard Medical College in Boston. 
He then proceeded to New York City, where, 
among other institutions, he visited Cornell Med- 
ical Center. Before leaving this country he went 
to Washington and then to Baltimore for a stop- 
over at Johns Hopkins University. 

These next three months will be spent in 
Britain, with the exception of roughly two weeks 
in Holland and France. His six-month round-the- 
world study will end in November. 


James D. Murphy, M.D. 
Shortly after becoming presi- 
dent-elect of the Academy at the 
Assembly in Miami Beach, Dr. 
Murphy of Ft. Worth, Tex. 
was elected speaker of the House 
of Delegates of Texas Medical 
Association. He had been serv- 
ing as TMA’s vice speaker. 
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Now arthritic flare-ups 
can controlled 
with much lower steroid dosages 


With Somacort to relax muscles and relieve pain, 
tender joints need far less steroid 
to reduce inflammation 


Somacort is a safe, logical step-up in 
treatment during the rough days when 
your patients need more than salicyl- 
ates to keep comfortable and active. 

Soma, by itself, benefits many ar- 
thritics by relieving the muscle spasm 
and pain which arise from joint inflam- 
mation. Thus with Somacort, which 
combines Soma with prednisolone, the 


amount of steroid needed to control in- 
flammation' can be kept within more 
conservative limits. 

Somacort is well tolerated even 
when used for long-term therapy in 
more serious cases. 


1. Wein, A. B.; The Use of Carisoprodol (SOMA) in Orthopedic 
Surgery and Rehabilitation, Miller, James G., ed., Wayne State 
University Press, Detroit, Michigan, 1959. 


Recommended dosage: 1 or 2 tablets q.i.d. (Each tablet 
contains 350 mg. carisoprodol, 2 mg. prednisolone) . 


(carisoprodol, Wallace, with prednisolone) 


® 
) Wallace Laboratories, Cranbury, New Jersey 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


THE HALLS OF Congress, and the columns of its 
official journal, The Congressional Record, are wit- 
nessing an exchange of verbal blows between a 
senator and a representative from the same state 
in an unusual battle over the economics of medi- 
cine. 

Of immediate concern is the question of wheth- 
er a woman in Texas received prompt and effi- 
cient medical care, at reasonable cost, after she 
was burned in a home accident. But the basic 
issue actually is government medicine; essential- 
ly, would this woman have been better off if a 
system of federally-sponsored and financed medi- 
cal care had been on the statute books. 

Setting off the fierce controversy was a letter 
which a Gonzales, Tex., insuranceman sent to 
Sen. Ralph Yarborough in late April and which 
was published in The Congressional Record on 
May 1. It told how a townswoman had been 
“burned terribly’ and intimated that, because of 
her poverty, medical services received by her 
were wholly inadequate. In conclusion, the letter 
made a “pitch” for health services under social 
security. 

Senator Yarborough’s publication of the letter 
in the Record elicited a thorough rebuttal by Dr. 
Harvey Renger, president of Texas State Medi- 
cal Association. He submitted documented evi- 
dence that several physicians and a local hospital 
afforded good care, that the patient was progress- 
Ing satisfactorily and that publication of the 
letter by Senator Yarborough reflected unfairly 
on the state’s medical profession. 

Later in the month of May, Rep. Bruce Alger 
of Dallas entered the fray. Taking the House 
floor (May 16), he cited an affidavit by the pa- 
tient’s husband which affirmed that his wife at 
no time lacked medical attention. A similar affi- 
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davit was submitted by the woman’s son-in-law. 

The Republican Alger (he is a member of 
House Ways and Means Committee, which is 
considering Forand-type legislation), insinuated 
that Democratic Senator Yarborough was em- 
ploying dubious tactics to further the cause of 
socialized medicine. 

A House colleague, Rep. Thomas B. Curtis 
(R—Mo.) went further. He told the House: 

“It is this kind of, I must call it, propaganda 
that is being used to urge this Congress to change 
this basic health care program in our society, 
which is the greatest of any society, to change it 
radically in a way that in my judgment would 
badly destroy its quality and hurt all of us, be- 
cause it would put an end to the continued 
increase in quality care.” 

Said Representative Alger: 

“Would it not be a shame if we found some of 
these cases are politically motivated and that in 
our investigation we found they are being 
trumped up? Just to get a program passed, they 
are downgrading and hurting the finest medical 
care that has been given in the world.” 


Retired Federals Don’t Respond 


The government’s contributory health insur- 
ance program for retired federal employees and 
their families became effective July 1, with a 
smaller number of participants than had been 
anticipated. 

Early estimates were that 415,000 annuitants 
would elect to sign up for the Retired Federal 
Employees Health Benefits Program. However, 
the total registered in time to become what 
might be termed charter members comes to only 
217,000. 

While this number probably will be increased 
in the next few months, it is not expected to come 
anywhere near the 400,000 mark. 
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More than 36,000 annuitants returned applica- 
tion forms stating they did not care to enroll, at 
least for the time being. 

From approximately 200,000 other retired 
federal employees to whom forms and explana- 
tory literature were mailed, there was no response 
prior to the April 30 deadline. 

Eligible retirees who mailed in their applica- 
tions on May 1 or later must wait until the first 
day of the fourth month following receipt before 
coverage becomes effective. 


Medicare Progress Report 


Within a few days after he became executive 
director of the Office for Dependents’ Medical 
Care—popularly known as Medicare—Col. Wil- 
liam D. Graham went before the Senate Appro- 
priations Committee to report on the program’s 
progress and its contemplated operations in the 
year beginning July 1. 

Colonel Graham is a medical graduate of Uni- 
versity of Minnesota (1930). Following three 
years of private practice in Hanska, Minn., he 
joined the Army Medical Corps in 1985. In his 


report to the Senate committee, he brought out 
these points: 

Since Medicare’s inception in December, 1956, 
military personnel have paid $29.2 million out of 
pocket to civilian doctors and hospitals for 
authorized services. This means that servicemen 
are assuming about 9 per cent of the cost and the 
government 91 per cent. ‘ 

About 25 per cent of physicians’ claims for 
compensation are submitted to Medicare within 
two months of completion of the services for 
which billing is being made. Twelve per cent of 
the claims processed during any month cover 
services that were completed at least five months 
previously. In fact, in the latter half of 1960, 38 
claims were received from doctors to cover serv- 
ices performed in 1957. 

Estimated daily dependent patient load in 
civilian facilities during 1961-62 fiscal year is 
3,794. This breaks down into 1,606 Air Force 
dependents, 1,073 Navy, 1,086 Army and 79 
Public Health Service. 


Also see AMA Washington Report, page 189. 


AAGP, SAMA Luncheon Host, Advises 
Student Members of Family Doctor Need 


MEMBERS OF THE Student American Medical 
Association, gathered in Chicago for their 11th 
annual meeting, heard Academy President Floyd 
Bratt of Rochester, N.Y. advise them to become 
family doctors rather than specialists. 

Armed with the best possible reasons, Presi- 
dent Bratt told SAMA Officers, delegates and 
alternates, who were guests at an AAGP-spon- 
sored luncheon May 4, to consider general prac- 
tice. 
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“This country simply has too many special- 
ists,” said Dr. Bratt. ratio of family doc- 
tors to specialists is approximately one-to-one. It 
should be four-to-one. There aren’t enough fam- 
ily doctors to go around. The Academy gets more 
than 3,000 letters a year from people who want, 
and need, a family doctor.” 

Dr. Bratt stressed that the modern family doc- 
tor bears no resemblance to his horse-and-buggy 
predecessor, adding that this is like comparing a 
Model T to a skillfully-engineered 1961 automo- 
bile. 

Underlining the need for an adequate and con- 
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From Heinz...9 sources 
of Vitamin C for babies! 


© Heinz offers 9 delicious juices—all good sources of 
vitamin C. Natural vitamin C is provided in Heinz 
Strained Orange Juice, made from choice ripe fruit. 
e And, for variety in baby’s menu, Heinz offers 8 
other juices fortified with 40 mg. of vitamin C per 
100 c.c. of juice. Five of these are citrus-free, ideal 
for hypoallergenic diets: Apple, Apple-Apricot, Apple- 
Grape, Apple-Pineapple, and Pineapple. Heinz citrus 
combinations are Orange-Pineapple, Orange-Apple- 
Banana, and Pineapple-Grapefruit. 

© Heinz also offers Apple-Prune Juice, beneficial for 
its mild laxative effect. 

e All Heinz Juices are pasteurized and specially pre- 
pared to flow easily through nursing nipples. All are 
quality-controlled to rigid standards to insure uni- 
formity of nutritive content, color and consistency. 


e You may recommend Heinz Juices with confidence. 
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tinuing supply of family doctors, Dr. Bratt 
pointed out that when specialized care is needed, 
only a family doctor can select the proper spe- 
cialist. 

Furthermore, the Academy president said the 
family doctor can take care of 85 per cent of all 
illnesses and can help lower the cost of care. 


SAMA RESOLUTIONS 


The House of Delegates of the SAMA, display- 
ing wisdom worthy of the nation’s future physi- 
cians, voted to support the Kerr-Mills law and 
affirmed opposition to the King-Anderson bill 
and other similar legislation whereby medical 
care to the aged is financed by social security 
taxation. 

Referring to Kerr-Mills, the delegates stated 
that “this law, if enacted by the state legislatures 
... can provide a solution to the problems of 
medical care of the aged.” 

The SAMA is also on record as opposing com- 
pulsory social security for physicians. 

Acting on another controversial matter, the 
SAMA passed a resolution which disapproves 
federal scholarships for medical students until 
private and state sources of medical scholarships 
are completely explored. 

One of the other key resolutions passed by the 
delegates states that every intern and resident 
should be paid a salary which reflects his educa- 
tional achievements, the services he renders, and 
the responsibilities he accepts. 


NEW OFFICERS 


During the election of officers, William B. 
Weglicki, Jr., a junior at the University of Mary- 
land, was elected president, succeeding William 
H. Waddell, Duke University. 

The new vice president is Donald R. Payne, 
University of Texas Southwestern Medical 
School, and M. David Thier, University of 
Florida, is treasurer. 

Regional vice presidents are: S. James Watson, 
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General Practice Can Use You— Academy President Floyd 
C. Bratt (left) greets SAMA President William B. Waddell 
of Duke University School of Medicine at the Academy- 
sponsored luncheon in Chicago. 


Duke University; Fred M. Gawecki, Boston Uni- 
versity; R. P. Albertson, Temple University; 
Rudy Kachmann, Indiana University; Robert C. 
Smith, University of Iowa; Dennis E. Welch, 
Galveston Branch of University: of Texas; and 
Jim Brooks, University of Oregon. 


Academy Host for Future Physicians—On May 4 the 
Academy entertained SAMA officers, delegates and alternates 
at a luncheon in Chicago. Shown left to right at the head table 
are Dr. Rachmiel Levine, Chicago Medical School; SAMA 
Treasurer Richard Goode, University of Southern Califor- 
nia; Dr. Herb Huffington, member of the AAGP Commission 
on Membership and Credentials; Academy President Floyd 
C. Bratt; SAMA Vice President Thomas H. Alt, University 
of Indiana; SAMA President William Waddell; Dr. Henry 
C. Hesseltine, University of Chicago; Dr. John Smith, 
member of the AAGP Commission on Membership and 
Credentials, and Dr. C. H. Bramlitt, director of the AMA 
Council on Scientific Assembly. 
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CAMP SUPPORTS FOR OBESITY 


help relieve back strain by bringing the 
sweight more in line with the supporting joints 


In obese persons with a pendulous ab- 
domen, the forward displacement of the 
center of gravity results in increased lum- 
bar lordosis and painful strain on the 
muscles and joints of the lower back. 
Later results are drooping round should- 
ers and increased strain on the feet and 
: lower extremities. The fasciae of the ab- 
dominal wall is stretched in instances of 
pendulous abdomen and the muscles atro- 
phied. Also, the power of the abdominal 
wall to retain the viscera in position is 
diminished and the latter have a tendency 
to lie at a lower level than normal. The 
lowered viscera are attached to the dia- 
phragm, thus the diaphragm, too, comes 


S. H. CAMP & COMPANY, JACKSON, MICHIGAN 


to lie at a lower level. In some patients 
it has been noted that this condition leads 
to shortness of breath and disturbances 
of circulation. Camp obesity supports are 
scientifically designed to encircle the pel- 
vis and establish a foundation to hold 
up the pendulous abdominal wall and 
support the viscera in a more normal 
position, thus returning the center of 
gravity toward its proper position over 
the supporting skeleton of the pelvis and 
lower extremities. 

Patients benefit not.only in relief from 
fatigue but get a psychological lift from 
the cosmetic improvement. 


S. H. Camp & Company of Canada, Ltd., Trenton, Ontario 
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Controversy Continues Over San Fernando 
Valley Physicians Plan in California 
THE SAN FERNANDO (California) Valley Physi- 
cians Plan is in operation, but the controversy 
concerning its legality, acceptability and spon- 
sorship continues. 

Early this spring, the Los Angeles Times re- 
ported that the plan, which is a fixed-fee medical 
program, went into effect March 1 for 700,000 
San Fernando Valley residents. 

Some stories have incorrectly attributed the 
plan to the Valley Branch chapter of the Acad- 
emy. The San Fernando Valley Physicians Plan 
isan organization initiated by a group of general 
practitioners in that area whose president, Dr. 
Vernon W. Foster of Canoga, Calif., happens to 
be an AAGP member. 

In response to a query last winter about the 
organization and plan (which are synonymous), 
Dr. Foster explained that it was ‘‘the outgrowth 
of a program initiated by general practitioners of 
this area for the purpose of combating the closed 
panel system for medical care with the threat of 
one other hospital coming into the area to be 
served entirely by the closed panel.’ 

“This,” answered Dr. Foster, “was the final 
decisive factor in the hasty organization of this 
group.” 

Dr. Foster said the group consists of general 
practitioners and some specialists. At the end of 
1960 there was a membership of 105 physicians. 

The plan has adopted a modification of the 
relative fee schedule published in 1957, using a 
unit of 5.0 for medical and laboratory charges 
and 6.5 for total surgical charges, including the 
assistant. The fee schedule applies to all income 
groups of $7,000 or less. 

Dr. Foster admits there is considerable profes- 
sional opposition both from physicians in the dis- 
trict and from the Los Angeles County Medical 
Association. The plan appears to have the en- 
dorsement of Machinists Union Lodge 727. 
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Date Change for International College 
Meeting in Salzburg; Program Announced 


THE THIRD CONGRESS of General Practitioners of 
the International College of Medical Practice, 
which was originally scheduled for September 7— 
10 in Salzburg, Austria, will now be held Septem- 
ber 11-14. 

The notification came from Dr. K. Engelmeier, 
vice president of the international college. Acad- 
emy members have been invited to attend. A pre- 
liminary program for the four-day session has 
also been released. 

On opening day, September 11, there will be 
three presentations preceding the Third General 
Assembly of the international college which will 
convene at 4 p.m. That evening there will be a 
reception by the City and Land-Authorities in 
the Schloss Mirabell. 

The September 11 topics will be “Ethics and 
the General Practitioner”; ‘Does the General 
Practitioner Still Perform Anything of Impor- 
tance?,”’ and “Cancer Detection in General Prac- 
tice.” 

The September 12 program includes “The 
Gynaecological Examination in Excluding Diag- 
nostics’’; “Unusual Topography of Pains in In- 
fluenzas and Colds as a Remarkable Hint at 
Eventual Later Illnesses” ; ““Therapeutics in Gen- 
eral Practice,” and “Examples for the Necessity 
of Theoretical Considerations in an Every Day 
General Practice.” 

On September 18, the four topics will be “Prin- 
ciples on the Evaluation of Records from General 
Practice” ; ““Letters Concerning Patients’; “‘Spe- 
cial Terms from the Research Line of General 
Medical Practice Which Are Important for the 
General Practitioner,’”’ and “Diagnostic Distor- 
tions.” 

The final day, September 14, there will be a 
morning session devoted to “Treatment of Old 
People by the General Practitioner’; “The 
Classic Symptoms of Diabetes Mellitus in the 
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ANNOUNCING 
NEW 10th EDITION of 


THE 
MERCK MANUAL 


of DIAGNOSIS and THERAPY 


The new MERCK MANUAL is 
thoroughly in step with recent di- 
agnostic and therapeutic develop- 
ments. It offers broadened coverage 
with the addition of 20 new sub- 
jects. Each of its 21 main sections 

as been updated. As with previ- 
ous editions dating back 60 years, 
the book’s objective is to provide 
the medical and allied professions 
with a current reference so as to 
facilitate accurate diagnosis and 
promote the employment of effec- 
tive treatment. 


Much New Material Added 


A wide variety of disorders, not 
covered previously, appear in the 
new Tenth Edition. Disturbances 
in inorganic metabolism, dental 
and oral developmental defects, 
the malabsorption syndrome, 
group A streptococcal infections, 
toxoplasmosis, pulmonary granu- 


lomatoses, newly recognized viral Contains 1900 pages, 384 
diseases, and genetic metabolic ae chapters; thumb-indexed; 
anomalies are all included. a size 414” x 634”; blue, gold- 
Other revisions deal with the care stamped Fabrikoid® binding. 


De luxe, gold-edged edition 


of normal newborns and preschool 4 
also available. 


children; antihistamine, thrombo- 
lytic, diuretic, and psychopharma- 
cologic therapy; the dermatitides; 
resuscitation methods; tubeless gas- 
tric analysis, rheumatoid arthritis 
tests, identification of tumor cells 
in body fluids, the diagnostic use of 
radioisotopes, and many others. 


More than 100 authorities in vari- USE COUPON TO PLACE YOUR ORDER NOW 
ous fields of medicine served as 
authors or consultants in the hand- MERCK & CO.. INC., Rahwa: 
y, New Jersey, Dept. GP-7 
book's preparation. Several hun- Please send me a copy of the new 10th Edition of The Merck 
eo peg ec are oe Manual. I will pay for book or return it within 30 days after receipt. 
ong with nine special therapy ter efit i 
categorized according to clinical O Bill me for cost of book. 
indications and mode of action. 
The Merck Manval is published by Name. 
Merck Sharp & Dohme Research Sweet 
Laboratories, Division of Merck & 
Co., Inc., as part of a program City, Zone State 
of service to the medical and al- PLEASE PRINT CLEARLY : 
lied professions. 
one 
Sta 
] 
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Office of the General Practitioner” ; ‘‘Cardiologic 
Special Terms in Clinic and Medical Practice,” 
and “Spread of Ulcer Diseases to Young People 
and Children.” 


SS HOPE Proceeds to South Vietnam 
To Complete First Tour of Duty 


THE SS HOPE, which recently completed its first 
six months of operation, is next scheduled to visit 
Saigon, South Vietnam’s capital, according to 
Dr. William B. Walsh, president and founder of 
Project HOPE. 

The first part of June, the vessel sailed to 
Singapore from Djakarta for resupply and refit- 
ting. 

In making the six-month report, Dr. Walsh 
noted that the SS HOPE had been an outstand- 
ing success in the island nation of Indonesia. The 
six-month period was devoted to helping teach 
and train Indonesian medical personnel. The ves- 
sel made nine stops around the island—Djakarta, 
Surabaya, Bali, Sumbawa, Makassar, Ambon, 
Kupang, Ende and Bima. 

Dr. Walsh reported that American medical 
personnel performed 600 operations and had seen 
16,000 patients, both aboard the floating medical 
center and at shore-based facilities. There was a 
total of 4,687 diagnostic x-rays. 

Carrying out one of the main purposes of up- 
dating the medical knowledge of the local people, 
800 classes, lectures, seminars and meetings were 
held in the classrooms and lecture halls aboard 
the ship. 

Interest has run high in the vessel itself, its 
interior operation and the American medical per- 
sonnel, with some 30,000 shipboard visitors dur- 
ing the six-month period. 

The HOPE will remain in Saigon for two and 
one-half months before it returns to the United 
States, having completed its maiden tour of duty. 

Dr. Walsh expects that the HOPE will leave 
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Industry Backs Project HOPE—C. D. Jackson (left), pub- 
lisher of LIFE magazine, and George Romney, president of 
American Motors Corporation, are co-chairmen of the 1961 
Commerce and Industry Committee of Project HOPE. 


San Francisco late next fall and will sail again to 
one of the Asian or Southeast Asian nations 
which has invited the ship to visit. The vessel 
visits only those nations who request it. 

The HOPE is operated through the voluntary 
contributions of individual Americans, by dona- 
tions from business and industry, labor and in- 
terested organizations. Many of the nation’s 
largest firms have donated material and supplies, 
in addition to cash contributions. 

To this end, two leading American business- 
men, have been named co-chairmen of the 1961 
Commerce and Industry Committee of Project 
HOPE. They are George Romney, president of 
American Motors Corporation, and C. D. Jack- 
son, publisher of Life magazine. 

Dr. Walsh says that with sufficient contribu- 
tions, it is believed that other floating HOPE 
medical centers can soon be sent to Africa and 
South America. 


Robert A. Price, M.D. 
Academy Member Price of 
Phoenix was installed as presi- 
dent of the Maricopa County 
Medical Society at a recent 
meeting, which was highlighted 
by giving Distinguished Service 
Awards to such outstanding 
Arizonians as Governor Paul 
Fannin and Sen. Barry Gold- 
water. 
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i 
HUNGER-FATIGUE 


need 
high quality 
proteins 


MEAT is a 


high quality protein 


. .. Studies have supported the view that the calorie 
intake and ratio of carbohydrate to protein in the 
breakfast meal influence the post-prandial blood 
glucose curve, with the higher protein intakes being 


associated with lower peaks and slower return to 
fasting levels. (1, 2, 3) 


While the source of calories is not critical—an intake 


of 15 or more gm. of protein slows the blood sugar 


fall and may be associated with a sense of well-being 
lacking in low protein breakfasts. (4) 


1. Tuttle, Wilson, and Daum: J. Appl. Physiol., 1, 545, 1949 


2. Orent-Keiles, and Hallman: 
Circ. No. 827, 1949, U.S. Dept. Agric., Washington, D.C. 


3. Coleman, Tuttle, and Daum: 
J. Am. Dietetic Assoc., 29, 239, 1953. 


4. Maurice E. Shils—Mod. Nut. in Health & Disease, Ch. 37, 1960 
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One Million Dollars Now Invested 
In Retirement Plan’s Mutual Fund 


DURING ITS FIRST YEAR 
in operation, the mu- 
tual fund portion of 
the Academy Physi- 
cians Retirement Pro- 
gram had investments 
totaling one million 
dollars. 

The AAGP Com- 
mittee on Insurance, 
headed by Dr. Herbert 
K. Wolfgang Titus, M.D. Salter of Cleveland i 
Dr. 38-year-old Ohio, has divulged that 
gan Hill, Calif, invested the one-millionth dol- 
the one-millionth dollar in _—_‘ lar was invested by Dr. 
the retirement plan’s mu- K. Wolfgang Titus of 
tual fund. Morgan Hill, Calif. Dr. 
Titus, a 38-year-old 
Academy member, is a graduate of both West 
China Union University, Chengtu, China and 

Northwestern University, Evanston, III. 

The retirement plan’s mutual fund was duly 
registered with the United States Securities and 
Exchange Commission on March 8, 1960 and the 
first investment was made that month during the 
Philadelphia Assembly by the now deceased Dr. 
Holland T. Jackson of Ft. Worth, Tex. 

Just a year later, Dr. Titus’s investment 
brought the total to a million dollars. 

Jones Plan, Inc. of Kansas City is the adminis- 
trator of the overall retirement plan and man- 
ages the mutual fund portion. 


Bill Before Minnesota Legislature 
Would Draw Doctors to Small Communities 


A BILL AIMED at alleviating a shortage of doctors 
in Minnesota’s rural communities has been intro- 
duced in the Minnesota state legislature. 
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Similar to scholarship plans of the Minnesota 
State Medical Association and the Minnesota 
Academy of General Practice, the bill provides 
grant loans to medical students who will agree to 
enter general practice upon graduation. 

Specifically, the bill authorizes a grant loan of 
$6,000 to four-year medical students at the Uni- 
versity of Minnesota, if the student will practice 
in a town of 5,000 population or less for four 
years. For less than four years, the amount of the 
loan cancelled would correspond to the years 
spent in the community. 

Sen. C. J. Benson of Ortonville, sponsor of the 
bill, declared, “‘For many years it has been almost 
impossible to get doctors to come into the rural 
areas of Minnesota to practice medicine in small- 
er towns. The Ortonville clinic, which for many 
years was one of the medical centers of the area 
and always had five doctors, now has only one 
doctor. This situation appears to be general 
throughout the state.” 

The bill before the legislature would appro- 
priate $100,000 to the state board of medical 
examiners to get the state program under way. 


Despite Regional Disparity, Basic 

Hospital Bills Average $15-$20 Daily 
CHARGES for basic hospital services average from 
$15 to $20 a day in hospitals across the nation, 
according to a new American Hospital Associa- 
tion survey. 

Covering room, board, routine nursing care 
and minor supplies, the charges vary widely ac- 
cording to type of accommodation, hospital size 
and ownership, and geographic area. It was 
found, however, that more than half of all beds 
are in accommodations within the range of $12 to 
$20 per day and 27 per cent are from $20 to $28. 
Fifteen per cent are below $12 and 4 per cent are 
$28 or over. 

The new survey, “Daily Service Charges in 
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Hospitals, 1960,” deals with figures obtained 
from 4,692 short-term nonfederal hospitals, hav- 
ing a total of 543,758 beds. 

Average daily charges for all hospitals, accord- 
ing to accommodation were as follows: single- 
bed, $20; two-bed, $17.50; three-bed, $16; four- 
bed, $15.80; five-bed, $15, and six or more-bed, 
$15.10. 

Nearly 44 per cent of all beds in the surveyed 
hospitals fell into the two-bed accommodation 
category. The proportion of two-bed accommo- 
dations was greatest in the East North Central, 
West North Central, and Mountain areas, while 
the South Central states led in the single-bed 
room category, with 38 per cent. 

The highest charge for all accommodations was 
found in the Pacific region, with New England a 
close second; the lowest averages were in the 
West South Central states. 


Climbing Hospital and Health Costs 
Are Forcing Higher Canadian Taxes 


STATE-FINANCED hospital services in Canada are 
now forcing tax increases in three Canadian 
provinces. 

Ontario, Manitoba and Nova Scotia officials 
have indicated to their legislatures that addi- 
tional revenues will be needed to carry province 
portions of the federal provincial tax sharing plan. 
Under this plan, the Canadian government fur- 
nishes about half the cost and the province the 
other half. 

In Ontario, the Deputy Economics Minister, 
George Gathercole, predicts the cost of his prov- 
ince’s hospital and health services system will 
soar to $388,700,000 by March 31, 1964. This will 
be $175,700,000 higher than the actual cost in 
the past fiscal year. 

All 10 provinces in Canada have a hospital 
Services program and now the Liberal Party is 
pledging a plan of nationwide tax-supported pay- 
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“*I’m going through the menopause.” 


ment of doctors’ bills and other medical care costs 
if they are put in office next election. 

The Liberals are the official opposition to the 
present Progressive-Conservative Government of 
Prime Minister John Diefenbaker. 


University of Cincinnati Professor 

Proposes Revised Hippocratic Oath 
A REVISED Oath of Hippocrates, geared to mod- 
ern-day medicine, has been suggested by Dr. 
Maurice Levine, professor and director of the 
Department of Psychiatry, University of Cin- 
cinnati College of Medicine. 

In a recent address before the Ohio Psychiatric 
Association, Dr. Levine stated that the original 
oath was written more than 2,000 years ago and 
pledged doctors to such things as avoiding deadly 
medicine, seduction, abortion, injurious treat- 
ments, mischievous activity in patients’ homes, 
and violation of patients’ confidences. 

While the report of his speech did not state 
which, if any, of these precepts are outmoded, 
Dr. Levine observed that modern physicians, 
especially psychiatrists, were thousands of years 
beyond the admonitions of the original oath. 
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contain the same antibiotics, 
how can one 
more effective? 


... The unique base* of Neo-Polycin releases a greater 
concentration of antibiotic into the lesions. 


Neo-Polycin Ointment 
on right 

conventional grease-base 
ointment on left 


Agar incubations show Neo-Polycin Ointment more effective 
against common topical pathogens 


This agar plate, containing Staph. aureus, was incubated for 24 hours at room 


temperature. Note the greater zone of inhibition around Neo-Polycin Ointment 


(right), than around the grease-base ointment of comparable antibiotic content 
(left). Tests on the following pathogens gave similar results: beta hemolytic 
strep., E. coli, Proteus vulgaris, Pseudomonas aeruginosa. Higher concentrations 
of antibiotics released from Neo-Polycin tend to inhibit the growth of relatively 
resistant strains and minimize antibacterial resistance created by sub-effective 
concentrations. 

formula: Each gram of Neo-Polycin Ointment contains 4.28 mg. neomycin sulfate (3 
mg. neomycin base), 400 units zinc bacitracin, 8000 units polymyxin B sulfate. 
*FUZENE “a patented base which is miscible with blood, pus, tissue exudates. 
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Medical News in Small Doses: 


FORMER CHAIRMAN of the Academy’s Committee 
on Insurance, Dr. Norman F. Coulter of Orlando, 
Fla., is new president of the Orange County Med- 
ical Society ... Dr. Joseph L. Carwin, president 
of the Stamford (Connecticut) chapter, has also 
been elected president of the Fairfield County 
Medical Association . . . Organized labor has be- 
gun construction of its first full-scale hospital in 
Philadelphia. To be known as the American Fed- 
eration of Labor Hospital, it will cost $4 to $5 
million. Philadelphia has three medical centers 
operated by organized labor—Center of the AFL 
Medical Service Plan, the International Ladies 
Garment Workers Center and the Amalgamated 
Clothing Workers Sidney Hillman Center. It is 
expected that patients from these three centers 
will be accommodated in the new hospital .. . 
Fifteen Tulsa, Okla. general practitioners have 
announced plans to construct a 200-bed hospital. 
Incorporated as the Doctor’s Medical Center, the 
nonprofit organization has named Academy 
Members John D. Capehart, president; Harlan 
Thomas, vice president, and Marshall O. Hart, 
secretary-treasurer ... Col. W. D. Graham is 
now executive director of Office for Dependents’ 
Medical Care (Medicare). He succeeded Brig. 
Gen. Lloyd L. Wergeland, who will take com- 
mand of Walter Reed General Hospital ... Cu- 
ban physicians have been ordered by the Castro 
government to become members of the Confed- 
eration of Cuban Workers, the central labor or- 
ganization. Physicians will join the National 
Medical Union ... An association of physicians 
and dentists has been certified by New York 
City’s Labor Department as the exclusive bar- 
gaining agent for all doctors in the Department 
of Health . . . Columbia University has voted to 
continue its 112-year association with Bellevue 
Hospital, but it will study a proposal to affiliate 
also with Harlem Hospital. 
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for better control 
of otitis externa 


NEW 


Neo-Polycin HC Otic 


relieves pain 
stops itching 
reduces inflammation 
combats infection 


For a complimentary trade size package 
of new NEO-POLYCIN HC Otic, write to 
Professional Services Department— 


way 
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Sterosan- 


astens healing of most dermatoses 


In most of the common dermatoses, infection, inflammation and allergy...either singly or 
in combination...play a critical etiologic role. By virtue of its dual components Sterosan- 
hydrocortisone effectively combats all three factors. As a result, Sterosan-hydrocortisone 
in clinical use effectively brings about healing in 80-90% of dermatoses!“...is often effective 
in cases of long duration resistant to other topical therapy.24 Available in both cream and 
ointment form, Sterosan-hydrocortisone is light in color...cosmetically acceptahle for use 
on exposed areas. 


: (1) Lubowe, I. I.: Antibiot. Med. & Clin. Therap. 4:81, 1957. (2) Fox, H. H.: Antibiot. Med, 6:85, 1959. 


References 

(3) Murphy, J. C.: Rocky Mountain M. J. 55:53, 1958. (4) Pace, B. F.: Med. Rec. & Ann. 51:370, 1957. 
Sterosan®-hydrocortisone, brand of chlorquinaldol with hydrocortisone, Cream and Ointment containing 3% of 
Sterosan and 1% of hydrocortisone. Tubes of 5 and 20 Gm. 


Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, Ardsley, New York Geiny STHS588-61 
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News from the State Chapters 


ForMER Governor Christopher Del Sesto of 
Rhode Island was a guest speaker during Rhode 
Island chapter’s annual meeting held at the 
Grist Mill in Seekonk, Mass. (See cut.) 

Speaking on “Doctors in Politics,” Governor 
Del Sesto emphasized the necessity of doctors 
participating in political matters. ‘Persistent 
governmental intrusion in matters relating to the 
provision of medical care and the drastic exten- 
sion of taxation make it imperative that the doc- 
tor assist in the formulation of reasonable policies 
or accept those thrust upon him,” he warned. 

Governor Del Sesto also spoke against enact- 
ment of a state personal income tax. He declared 
that the graduated income tax would discriminate 
against professional people and wage earners 
whose income is from the sale of personal service. 

Elected to office during the March 25 meeting 
were Drs. Charles L. Farrell of Pawtucket, presi- 
dent-elect; F. Bruno Agnelli of Westerly, vice 
president, and Richard J. Kraemer of Warwick, 
secretary-treasurer. Dr. Henry M. Tyszkowski 
of Rumford, who had arranged the program, was 
installed as president. 

Other speakers at the annual meeting were 
Judge Edward V. Healey, associate judge of the 
Juvenile Court who discussed “‘Doctors’ Relation- 
ships to the Court,” and Retiring President Frank 
Jadosz of Cranston who commented on the pres- 
ent unnecessarily high ratio of specialists to gen- 
eral practitioners. 
® Dr. W. Doyle Cranney of Orem, Utah was 
named president-elect of the Utah chapter during 
its April business meeting. Dr. Harold E. Young, 
Jr. of Midvale was elected secretary-treasurer. 

During the one-day meeting held at the Hotel 
Utah in Salt Lake City, Dr. Robert V. Kelly of 
Layton succeeded Dr. Eugene Y. Hall of Salt 
Lake City in the presidency. 

Following the meeting, the doctors attended a 
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general practice review presented by the Univer- 
sity of Utah College of Medicine at the Salt Lake 
General Hospital. 

Utah chapter’s scientific meetings will be held 

next month at Zion National Park. 
@ The New York chapter, upon the recommen- 
dation of its Immediate Past President Louis 
Bush, is attempting to get a Department of Gen- 
eral Practice started in one of the New York state 
medical schools. 

At a recent meeting of the chapter’s education 
committee, it was decided that its efforts should 
be concentrated on the Albany Medical School. 

According to Dr. Richard P. Bellaire, chairman 


Governor Addresses Rhode Island Doctors — Former 
Governor Christopher Del Sesto of Rhode Island (seated 
right) was the principal speaker during Rhode Island chap- 
ter’s annual meeting in Seekonk, Mass. Seated with the 
governor is Dr. Charles L. Farrell, president-elect. Standing 
left to right are Dr. Frank C. Jadocz, immediate past president 
and Dr. Henry M. Tyszkowski, new president. (Photo 
courtesy of PROVIDENCE JOURNAL-BULLETIN. ) 
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SAFE 
EFFECTIVE 
TREATMENT OF PSORIASIS 


Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined with soaps, 
0.5% Phenol, and 0.75% Cresol. Available at pharmacies or direct 
in 4 and 8 fluid ounces. Write for professional sample and 
literature. 


SHIELD Laboratories Dept. 104 


12850 MANSFIELD ¢ DETROIT 27, MICHIGAN 


182 Volume XXIV, Number1 GP 


Pe.” 
+O 
ae 
\ 
4 
& 
‘ 
{ 


News 


Refreshing Interlude—Taking a break during Iowa chap- 
ter’s Sixth Annual Refresher Course are (left to right) Dr. 
Charles Pollack, Shelton, Wash.; Dr. David Thaler, Cedar 
Rapids, Ia.; and Dr. C. E. Douglas, Belle Plaine, Ia. 


4Iowans in Discussion—Shown in conversation during Iowa chap- 
ter’s meeting are (left to right) Dr. Raymond Frech, Newton; 
James Elliott, junior medical studeni; Dr. O. A. Elliott, Des 
Moines, and Dr. E. M. Mark, Clarksville. 


Lecture Site— The College of Medicine Amphitheatre in the 
University Hospital at Iowa City was the site of the scientific 


of the education committee, “If we can crack one 
medical school in the state, it might represent the 
first chink in the protective armor that the deans 
of all of the medical schools have thrown about 
themselves regarding the future of general prac- 
tice in the State of New York.” 

@ Iowa chapter’s Sixth Annual Refresher Course 
for the General Practitioner held at the College 
of Medicine Amphitheatre in the University Hos- 
pital at Iowa City, drew 220 physician-regis- 
trants. (See cuts.) 

Of this number, 200 were Academy members. 
In addition to Iowa, the doctors came from IIli- 
nois, Kentucky, Indiana, Minnesota, Wisconsin, 
South Dakota, Nebraska, Missouri and Wash- 
ington State. 

During the meeting, a banquet was held with 
the junior and senior medical students, and the 
participating faculty attending as guests of the 
lowa chapter. 

@The Fourth Annual Ruidoso Clinics, spon- 
sored by the New Mexico chapter, will be held 
July 17-20 in Ruidoso. The University of Texas 
Medical School in Galveston will provide the 
faculty for the four-day meeting. 

Dr. Jerome E. Holman, Jr. of Indianapolis 
has been appointed treasurer of the Indiana chap- 
ter for the next three years, succeeding Dr. 
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sessions of Iowa chapter’s Sixth Annual Refresher Course. 


Francis T. Brown. Dr. Brown, who served as 
treasurer for five years, received a commendation 
from the board of directors. 

e@ Dr. John G. Walsh, immediate past president 
of the AAGP, served as a moderator during 
Sacramento (California) chapter’s recent sympo- 
sium on clinical medicine and surgery. 

A resident of Sacramento, Dr. Walsh moder- 
ated the morning session of the May 10 sympo- 
sium. Speakers for this session were Drs. J. 
Walter Wilson, University of Southern California 
School of Medicine; Bram Rose, McGill Univer- 
sity Faculty of Medicine, and Philip R. Lee, 
Stanford University School of Medicine. 

Dr. Ralph Teall, also of Sacramento, was mod- 
erator of the afternoon session as well as chair- 
man of 'the luncheon. Dr. Beverley T. Mead of 
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‘The experiment* reported here had as its object to 
show effect of various regimens of breakfast and 
mid-morning breaks on maximum work output as 
measured by a bicycle ergometer, Twenty subjects, 
18 to 36 years of age, including both office and 
factory workers participated. The various periods of 
the experiments used for the comparisons were 
as follows: 
Period 1. Basic breakfast without mid-morning break. 
Period 2, No breakfast without mid-morning break. 
Period 3. Basic breakfast with mid-morning break. 
Period 4. No breakfast with mid-morning break. 


“The data seem to justify the following conclusions: 
“All subjects did significantly more work when the 


work 
capactty 
with 

no 


breakfast 


and a 
mid-morning 


break 


dietary regimen included an adequate breakfast 
than when it was omitted. 


“The addition of a mid-morning break when an 
adequate breakfast was eaten resulted in no advan- 
tage as far as maximum work output was concerned. 
“The addition of a mid-morning break to a dietary 
regimen which omitted breakfast showed a signifi- 
cant advantage for half of the subjects, in maximum 
work output. 

“The data seem to indicate that an adequate 
breakfast is better economy as far as capacity to 
work is concerned than the substitution of a 
mid-morning break for breakfast.” 


*Tuttle, W. W., Herbert, Edward: Work Capacity With No Breakfast 
and a Mid-Morning Break. J. Am. Dietet. A. 137:37, 1960. 


CEREAL 


a basic breakfast used in this experiment followed this moderate low-fat, well-balanced menu. 


+A Summary of the Iowa Breakfast Studies, published by Cereal Institute, Inc., May 1, 1957. 


CEREAL INSTITUTES, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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News 


the University of Utah College of Medicine, de- 
livered the luncheon address on ‘Emotional 
Problems in Teenagers.” 

Speaking in the afternoon were Drs. David W. 
Smith, University of Wisconsin School of Medi- 
cine; Robert W. Weber, University of Kansas 
School of Medicine, and M. Edward Davis, Uni- 
versity of Chicago School of Medicine. 


@ The North Carolina chapter has announced a 
headquarters shift from Winston-Salem to Ra- 
leigh, N.C. 

Mr. J. C. Knowles, newly-appointed, full-time 
executive secretary of the chapter, reports that 
temporary offices have been opened in the Capi- 
tal Club Building, and that permanent head- 
quarters will soon be obtained. 


Milwaukee Chapter Membership Meeting—Shown dis- 
cussing a slide during Milwaukee (Wisconsin) chapter’s 
spring membership meeting are (left to right) Drs. Norbert 
G. Bauch, president of the Milwaukee chapter; John A. 
Kelble, program chairman, and Bertram Moss, Academy 
member from Chicago, IUl., who was guest speaker. Dr. Moss 
spoke on “‘Psychosomatic Medicine for the General Practi- 
tioner.’’ 


Illinois Education Commission with Medical School Deans 
—Shown with the deans of Chicago’s five medical schools are 
members of the Illinois Chapter commission on education. 
Discussing the joint problem of too few top-grade students 
entering medicine and lack of medical school graduates enter- 
ing general practice, the doctors met at the annual Deans’ 
Dinner held in the new Sheraton-Towers Hotel in Chicago. 
Seated left to right are Drs. Granville A. Bennett, dean of the 
University of Illinois College of Medicine; Richard H. Young, 
dean of Northwestern University School of Medicine; Leo 
Zimmerman, chairman and professor of the Department of 
Surgery, Chicago Medical School; Marshall D. Kerwin, 
Chicago; Stanley K. Nord, Bloomington, chairman of the 
commission; John F. Sheehan, dean of Stritch School of 
Medicine, Loyola University; H. Stanley Bennett, dean of 
the Division of Biological Science, University of Chicago; J. 
Stuart Moffatt, Rockford, and Armand Littman, Hines. 
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RAMSES* prophylactics— 
to prevent re-infection in 
vaginal trichomoniasis. 


Confirming the views of many others,’* 
Romney* has recently pointed out that 
Trichomonas may be harbored asympto- 
matically in the male and transmitted 
to the female to produce a resistant 
vaginitis; and that ‘‘... therapy which 
is directed solely towards the female 
patient is unrealistic and ineffectual.’’ 
For this reason, the husband’s coopera- 
tion must be enlisted in order to end 
this cycle of infection and re-infection. 


Husbands appreciate 


RAMSES, 
the prophylactic with 
“built-in” sensitivity. 


The exquisite sensibility preserved by 
this tissue-thin, natural gum-rubber 
sheath of amazing strength and solid 
clinical reliability places RAMSES 
almost out of human awareness. Without 
imposition or deprivation for the sake 
of cure, the routine use of RAMSES 
with ‘‘built-in’’ sensitivity is readily 
adopted, even by the husband who fears 
loss of sensation. 


1, Karnaky, K. J.: South. M. J. 61:925 
(July) 1958. 


2. Giorlando, 8S. W., and Brandt, M. L.: 
Am. J. Obst. & Gynec. 76:666 (Sept.) 1958, 


3. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 


4, Romney, 8. L.: M. Se. 8:235 (Aug. 25) 1960. 


® JULIUS SCHMID, INC. 
423 West 55th Street 
New York 19, N.Y. 
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News 


Continued from page 33 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


SEPTEMBER 


*18: Cook County Graduate School of Medicine, two-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago, IIl. 

*18:; Cook County Graduate School of Medicine, one-week 
course in general surgery, Cook County Graduate School 
of Medicine, Chicago, IIl. 

*18: Cook County Graduate School of Medicine, two-week 
course in gynecology, Cook County Graduate School of 
Medicine, Chicago, III. 

21-23: Idaho chapter, annual scientific meeting, Hotel 
Boise, Boise. 

23-24: Massachusetts chapter, annual meeting, Hotel 
Statler Hilton, Boston. 

*25: Cook County Graduate School of Medicine, one-week 
course in diseases of the chest, Cook County Graduate 
School of Medicine, Chicago, IIl. 

*25-26: Chattanooga Area (Tennessee) chapter, Tennessee 
Valley Medical Assembly, Read House, Chattanooga, 
Tenn. (11 hrs.) 

25-26: lowa chapter, annual meeting, Savery Hotel, Des 
Moines. 

25-29: American College of Chest Physicians, course in 
petal chest diseases, Warwick Hotel, Philadelphia, 

a. 

*26: Louisiana chapter, course in management of acute 
emergencies seen in thoracic surgery, Baton Rouge 
General Hospital, Baton Rouge. (2 hrs.) 

27-28: Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. 

27-28: Minnesota chapter, annual meeting, Radisson 
Hotel, Minneapolis. 


OCTOBER 


2: Cook County Graduate School of Medicine, one-week 
basic course in electrocardiography and heart disease, 
Cook County Graduate School of Medicine, Chicago, Ill. 


GP 


July 1961 


2-5: American Academy of Pediatrics, meeting, Palmer 
House, Chicago, IIl. 

*3-5: Kansas chapter, annual meeting, Broadview Hotel, 
Wichita. (6 hrs.) 

*9: Cook County Graduate School of Medicine, two-week 
course in obstetrics, Cook County Graduate School 
of Medicine, Chicago, III. 

11-12: Arkansas chapter, annual meeting, LaFayette 
Hotel, Little Rock. 

12-13: South Carolina chapter, annual meeting, Clemson 
Hotel, Clemson. 

12-14: International College of Surgeons, Mid-Atlantic 
Regional Meeting, Traymore Hotel, Atlantic City, 
N.J. 

12-14: Academy of Psychosomatic Medicine, meeting, 
Emerson Hotel, Baltimore, Md. 

*15-18: California chapter, annual meeting, Statler-Hilton 
Hotel, Los Angeles. (13 hrs.) 

15-18: New York chapter, annual meetirig, Hotel Statler, 
New York City. 

*15-18: Texas chapter, annual meeting, Rice Hotel, Hous- 
ton. (12 hrs.) 

*16: Cook County Graduate School of Medicine, two-week 
basic course in internal medicine, Cook County Gradu- 
ate School of Medicine, Chicago, Ill. 

*17: Tennessee chapter, course in common gynecologic 
problems and treatment, Memphis. (1 hr.) 

17-19: Louisiana chapter, annual meeting, Monteleone 
Hotel, New Orleans. 

19-21: Southwestern Medical Association, meeting, 
Tropicanna Hotel, Las Vegas, Nev. 

19-21: Oregon chapter, annual meeting, Sheraton Port- 
land Hotel, Portland. 

20-2: New York chapter, post-convention scientific pro- 
gram cruise to the Caribbean and South America, 
aboard the Santa Rosa. 

*23: Cook County Graduate School of Medicine, one-week 
course in gynecology, Cook County Graduate School 
of Medicine, Chicago, Ill. 

23-27: American College of Chest Physicians, course in 
clinical cardiopulmonary physiology, Sheraton Towers, 
Chicago, Ill. 

*25: Louisiana chapter, course in office procedure, diag- 
nosis and treatment of common urologic disease, Baton 
Rouge General Hospital, Baton Rouge. (2 hrs.) 

*25-27: Tennessee chapter, annual meeting, Hermitage 
Hotel, Nashville. (11 hrs.) 

*27: Kentucky chapter and the Lexington Clinic, sixth fall 
clinical conference, Lexington Clinic, Lexington. (6 hrs.) 

*29: Neurological Hospital, “The Adolescent Patient,” 
Neurological Hospital, Kansas City, Mo. (234 hrs.) 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT” is non-hypertensive, 
non-excitatory. 


Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 158: 1260, 1953. 8. Connolly, R.: W. Va. Med. J. 56: 268, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohio 


References: 


Each TEMPOTROL contains: 
Pentylenetetrazol, 800 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cit- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety of 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b.i.d. 


Supplied: Bottles of 42 tablets @ 
weeks’ treatment). 
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THe GENERAL ACCOUNTING OFFICE reported 
that it found the Defense Department’s Medicare 
program generally was being conducted “in a 
atisfactory manner,” despite “a number of 
important deficiencies.” 

The GAO, which audits federal spending for 
Congress, said that Medicare officials “in most 
stances” took steps to correct the deficiencies 
aiter they were called to their attention. 

But the Army, which administers the Medicare 
program, rejected GAO recommendations on fees 
to physicians. 

“Our review disclosed that physicians’ claims 
for medical care are, in general, significantly 
higher in states where maximum fees are made 
known to physicians than in those states where 
Maximum fees are not made known,” the GAO 
report said. “This condition prevails even though 
in most instances the maximum fees negotiated 
do not vary materially among the different 
Slates, and, under the Medicare Program, 
Physicians are expected to bill the Government 
their normal fees when these are less than the 
Maximum amounts allowable. On the basis of our 
Teview, we estimate that there is an additional 
cost of as much as $3 million to $4 million an- 
tually as a result of maximum fees, rather than 
normal fees, being charged in the states where 
fee schedules are distributed to the physicians. 

“We are recommending . . . that, for those 
contracts where a high percentage of physician 
claims are for the maximum allowable fees, a 
lower fee schedule be negotiated with the under- 
standing that it represents fixed fees, subject to 
being raised only on the basis of clearly supported 
evidence of higher normal fees. If lower fees can- 
not be negotiated, we are recommending that 
efforts be made to have the state medical society 
or other appropriate parties accept the respon- 
sibility for determining that physician claims are 
generally not in excess of their normal charges. 

€ are recommending also that physicians be 
required to certify on each claim that the amount 
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billed does not exceed the physician’s normal fee 
for the medical care furnished. The Army does 
not agree with our proposed corrective actions. 
It believes that the present contracting concept 
is the most suitable one to meet the requirements 
and is in the best interests of the Government.” 

Commenting on the GAO report, the AMA 
noted that it had told Federal officials at Medi- 
care’s inception five years ago: 

“The establishment of fixed fee schedules 
would result in a more expensive program than 
if physicians were permitted to charge their 
regular normal fees. The establishment of such fee 
schedules would ultimately disrupt the economics 
of medical practice in many areas.” 

But, the AMA said, Defense officials held that 
the legislative history of the Medicare law called 
for a fixed fee schedule. 

“Any fixed fee schedule calls for some fees 
above some so-called normal fees and others 
which are below average fees,” the AMA said. 
“Physicians tend to ‘balance out’ by using fees 
listed in the fixed fee schedule.” 

The Army accepted a GAO recommendation 
for changes in the fees schedule for maternity 
services under the Medicare program. 

“With respect to fees for prenatal care in 
maternity cases, the method of computation re- 
quired by the fee schedules of many contracts is 
complicated and is not being followed by many 
physicians in preparing their claims for services 
rendered. When it is not followed, the amounts 
of the claims must be independently computed by 
the contractor. Since claims for maternity care 
constitute about 68 percent of all physicians’ 
claims, considerable additional work is involved 
in settling claims and in the subsequent audit of 
claims. 

“‘We proposed that a less complex basis for de- 
termining fees for maternity care be negotiated. 
The Army concurred in this proposal and in- 
formed us that it was taking action to establish 
a simpler schedule of fees for maternity services.” 
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Medicare officials also said they would take 
corrective measures designed to reduce the num- 
ber of improperly executed claims and claims 
where dependents had become ineligible because 
of discharge of sponsors before normal termination 
of service. 

The Army initiated a study of the situation 
after the GAO recommended that the same con- 
tractor pay both physician and hospital claims in 
all instances. Such procedure now is followed in 
only seven of 52 geographic areas. 

Payments to physicians and hospitals by dif- 
ferent contractors, the GAO said, “results in 
inconsistencies in determining whether related 
medical services for the same case are authorized 
care under the Medicare program. Although 
identical criteria are applicable to both hospital 
services and physician services, we found that in 
some instances the hospital claim was paid and the 
related physician’s claim was rejected while in 
other cases the physician’s claim was paid and the 
related hospital claim was rejected. Such in- 
consistencies in settling claims may result in ex- 
cessive costs to the Government if invalid claims 
are paid or in inequities to physicians, hospitals, 
and uniformed service personnel if payment is 
not made for valid claims.” 

Congress has been asked for $73.2 million for 
Medicare for the fiscal year 1962 beginning this 
July 1. This is $6.9 million more than Medicare’s 
$66.3 million budget for fiscal 1961. The increase, 
a top Medicare official said, “‘stems primarily 
' from increased numbers of dependents eligible 
to receive care under Medicare and the anticipat- 
ed increases in the costs of services.” 

The Medicare official said that no additional 
changes in the scope of treatment under the 
program are contemplated now. He said that ex- 
tensive and continuous reviews are made of the 
physicians’ maximum fee schedules for the 
individual states. 

“As a result of these reviews and subsequent 
renegotiations with the states concerned, maxi- 
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mum allowable fees have been adjusted,’’ he said. 

During the first four years of Medicare, which 
was started Dec. 7, 1960, civilian doctors were 
paid about $130 million and civilian hospitals, 
about $133 million, for care of about 1.1 million 
dependents of members of the armed services. 
About half of such patients were maternity cases. 

In addition to the payments from the federal 
government, physicians and hospitals received 
about $29.2 million from Medicare patients 
themselves. 


“Ever since the doctor told him 
to get more exercise, George has been 
rolling his own.” 
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dvance 
topical steroid 
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e unique base, Veriderm, com- 

ined with the outstanding anti- 
flammatory steroid, Medrol, 
ovides effective treatment of 
matoses. 


eiderm Medrol Acetate consists 
fVeriderm, a base closely 
proximating the composition of 
ormal skin lipids, and Medrol 
cetate, the highly effective, 
ependable corticoid. 


lopical use of Veriderm Medrol 
etate produces symptomatic 
lief and objective improvement 
f dermatoses, and at the same 
é aids in correcting dry skin 
onditions. Veriderm Medrol Ace- 
¢, less greasy than an ointment 
d less drying than a lotion, is 
dicated in atopic, contact, or 
eborrheic dermatitis, and in 
eurodermatitis, anogenital pru- 
us, and allergic dermatoses. 


in four formulations: V 
Each contains: 


ron; molecuiar: alc 
ratios Weriderm Medro! Acetate 1% is dvailabie.) 
iderm Neo- 
{meth- 


of tatty acids; saturated and 


high- 
water and aromatics. (Veriderm Neo- 
rl Acetate 1%, is also available.) 
istration: After careful of the affected 
mani the of infection a 
mt 
ied rubbed into the areas. 
id be made ae, one to three times daily. 
is achieved — usually few hours — the 
to avoid relapses. ration is 


ma inenance 
ocal application ‘of Medroi Ace- 
NeoMed ol is 


ritat ity should apptication 
é-be discontinued. If infection 
the course of t focal or 


atic therapy should be 
in$Gm. and 20 Gm. tubes. 


etote 


e0-Medrol' 


Rec. 4s. par, 


= 


turated f 2 giycerot and other esters of : 
valent to 3.5 mg. neomycin base); Methyiparaben 4 rng.; 
phydroxybenzoate 3 mg.; in a skin lipid base com- ¢ 
The Upjohn Company, Kalamazoo, Michigan ; 


The NEW All-Purpose... 


Now! A table designed specifically for all types of cast applica- 
tions — body jackets, hip spicas, long and short leg casts, scoliosis 
casts, arm casts of all kinds. This economical, easy to set-up table 
simplifies plaster work, too. After positioning, the patient is hydrau- 
lically lifted for easy access to all body areas. 


Padded top, adjustable knee 
holder rods and head rest make 
the table comfortable even for 
unanesthetized patients. Basic 
accessories store in position un- 
derneath. And when not used 
for cast applications, the Stryker 
Cast Table serves as an examin- 
ing table. Write for full informa- 
tion or ask your dealer for a dem- 
onstration of the new Stryker 
Cast Table. You'll like its low 
cost, as well as its many ad- 
vantages. 


PLUS THESE EXCLUSIVE EXTRAS: 

Heel and sole plate separate and pull out, after plaster is vogiet 
around foot. Leg and knee, in place, can be moved laterally as 
required. 

Simplified toe and finger clamps hold the extremity for you with no 
more pressure than you would hold it yourself. 

Floor stops stabilize the table, prevent movement. 


Sacral and shoulder plate knobs secure and release the plates from 
below. 
Unit cost $690.00 


SURGICAL ANDO HOSPITAL EQUIPMENT 


Orthopedic frame Company 


420 ALCOTT STREET « 


GP Quiz Answers 


QUESTIONS APPEAR ON PAGES 107-109-111 


Questions Answer Issue 
3. (4) GP, January, page 84 
2. (2) GP, January, page 109 
3. (8) GP, January, page 126 
4. (4) GP, March, page 96 
(2) GP, January, page 81 
6. (4) GP, January, page 130 
7. (3) GP, February, page 84 
8. (3) GP, March, page 123 
9. (5) GP, April, page 106 
10. (2) GP, February, page 96 
11. (4) GP, February, page 90 
12. (2) GP, February, page 101 
13. (1) GP, April, page 80 
14. (3) GP, May, page 107 
15. (1) GP, March, page 114 
16. (2) GP, March, page 85 
if. (4) GP, April, page 92 
i8. (83) and (7) GP, June, page 104 
19. (5) GP, February, page 102 
20. (8) GP, April, page 86 
21. (1) GP, May, page 104 
22. (2) GP, May, page 118 
23. (1) GP, May, page 108 
24. (4) GP, May, page 109 
25. (2) GP, June, page 82 
26. (8) GP, June, page 93 
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